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CHAPTER  I 
INTRODUCTION 

' 

A.   Research  Problem 

One  of  the  major  research  topics  within  the  field  of  med- 
ical sociology  has  been  differentials  in  patterns  of  health 
care.   Medical  sociologists  in  the  past  have  examined  socio- 
cultural  and  psychological  factors  related  to  the  use  of  medi- 
cal services.   In  addition  they  have  also  examined  changing 
patterns  in  this  utilization.  As  a  consequence  of  these  stud- 
ies, it  has  been  frequently  pointed  out  that  with  the  growth  of 
hospital  facilities  and  the  increased  specialization  of  medical 
professions,  there  has  been  a  rapid  decline  in  the  number  and 
the  professional  status  of  family  physicians.1  As  the  disappear- 
ance  of  the  family  doctor  became  evident,  there  was  an  increas- 
ing awareness  that  there  was  a  need  for  having  a  doctor  who  may 
take  continuous  responsibility  for  patients.  As  Fox  indicated, 
the  more  complex  medicine  becomes,  the  stronger  are  the  reasons 
why  everyone  should  have  a  personal  doctor. ^  In  recognition  of 
this  need  for  a  personal  doctor  many  people  today  are  using  "reg- 
ular" physicians. 3  In  fact,  having  a  regular  physician  appears 


1  George  Eaehr,  "Medical  Cares   Old  Goals  and  New  Hori- 
zons", American  Journal  of  Public  Health,  Vol,  $5,   No.  11  (Nov., 
1965),  P.  18o87"~ 

•  2  T.  F.  Fox,  "The  Personal  Doctor  and  His  Relation  to  the 
Hospital",  Lancet,  Vol.  1  (April,  I960),  p.  752. 

3  For  the  concept  of  a  regular  physician,  see  p.  15 • 


to  "be  an  increasingly  important  pattern  in  the  use  of  medical 
services. 

Although  medical  sociologists  have  been  largely  concerned 
with  patterns  in  the  utilization  of  medical  services,  virtually 
none  of  them  have  paid  attention  to  patterns  in  the  use  and  the 
choice  of  a  regular  physician.  In  this  regard,  this  paper  at- 
tempts to  deal  with  a  number  of  selected  sociological  factors 
influencing  the  use  and  the  choice  of  a  regular  physician. 

First,  a  number  of  sociological  factors  related  to  the 
use  of  a  regular  physician  is  examined.  Although  factors  re- 
lated to  such  use  have  not  been  previously  accounted  for,  ex- 
isting studies  have  already  shown  that  the  use  of  medical  ser- 
vices in  general  is  influenced  significantly  by  such  factors  as 
perceived  health  condition,  orientation  toward  medical  care, 
socio-economic  status,  and  community.^  Therefore,  this  paper 
will  investigate  the  extent  to  which  the  use  of  a  regular  phy- 
slcian  is  affected  by  such  factors. 

Secondly,  relations  of  socio-economic  status  and  community 
to  the  manner  of  choosing  a  regular  physician  are  examined. 
Although  a  number  of  sociologists  have  previously  dealt  with 
the  matter  of  choosing  a  physician,  no  studies  have  shown  the 
extent  to  which  the  choice  of  a  physician  is  affected  by  such 
factors  as  socio-economic  status  and  community.  For  example, 
Koos,  in  his  study  of  social  class  differences  in  the  use  of  a 
physician,  provided  a  number  of  reasons  given  for  selecting  a 


^  Refer  to  pp.  '-'-?. 


specific  physician  as  family  doctor. ->  However,  he  did  not 
clearly  show  whether  members  of  varied  social  classes  differed 
significantly  in  their  selections  of  a  family  doctor.  A  sign- 
ificant relationship  between  social  class  and  "sources  of  re- 
ferral" has  been  indicated  by  Hollingshead  and  Redlich.°  By 
classifying  major  sources  of  referral,  however,  they  intended 
to  identify  persons  by  whom  an  individual  is  referred  to  a 
physician  rather  than  to  indicate  the  way  in  which  an  indi- 
vidual chooses  a  physician.  Similarly,  Friedson,  in  his  dis- 
cussion of  the  "lay  referral  system",  was  primarily  concerned 
with  the  process  through  which  an  individual  obtains  help  from 
others. 7  As  such,  there  has  been  insufficient  knowledge  as  to 
how  factors  such  as  socio-economic  status  and  community  are  re- 
lated to  the  manner  of  choosing  a  physician.  Therefore,  this 
paper  will  examine  socio-economic  status  and  community  differ- 
ences in  the  manner  of  choosing  a  regular  physician. 


5  Earl  L.  Koos,  The  Health  of  Reglonvlllei   What  the  Peo- 
ple Thought  and  Did  About  It,  New  York:   Hafner  Publishing  Co. 

(1950},  pp.  j&zz: 

6  August  B.  Hollingshead  and  Fredrick  C.  Redlich,  Social 
Class  and  Mental  Illness:  A  Community  Study,  New  York:  John 
Wiley  &  Sons,  Inc.   (1953),  PP.  183-191. 

7  Eliot  Friedson,  Patient's  View  of  Medical  Practice  - 

A  Study  of  Suborlbers  to  A  Prepaid  Kedical  Plan  In  The  Bronx , 
New  York:   Russell  Sage  Foundation  (I961),  pp.  133-151. 


B.  Theoretical  Discussion 

!•  Sociological  factors  related  to  the  use  of  medical 
services 

a.  Perceived  health  condition 

Medical  sociologists  have  pointed  out  the  fact  that 
whether  a  person  is  "sick"  or  "well"  often  has  no  relation  to 
clinical  evaluations  of  his  health.   Thus,  according  to  Shanas, 
some  people  with  an  acute  illness  do  not  feel  that  they  need 
medical  attention,  while  others  are  sure  that  they  are  much 
sicker  than  any  clinical  evaluation  would  Indicate. °  What  is 
important  is  the  fact  that  it  is  those  persons  who  feel  they 
are  sick  who  need  and  want  medical  care.  According  to  Shanas, 
persons  who  feel  that  they  are  sick  are  using  medical  services 
more  often  than  those  who  feel  thet  they  are  well.10  In  view 
of  his  finding,  a  person's  self -perceived  health  condition 
rather  than  clinically  defined  health  appears  to  be  signifi- 
cantly related  to  the  utilization  of  medical  services. 


See,  for  example,  John  M.  Maclachlan,  "Cultural  Factors 
in  Health  and  Disease,"  in  E.  Cartly  Jaco  (ed.),  Patients, 
Physicians,  and  Illness,  Glencoe,  111. »  The  Free  Press~Tl958) , 
esp.  pp.  95-S6. 

Also,  Ethel  Shanas,  The  Health  of  Older  People .  Cambridge, 
Masschusetts:  Harvard  (1962),  esp.  pp.  32^3^"" 

And,  Ethel  Shanas,  Medical  Care  Amonff  Those  _Ap:od  65  and 
Over-  Reported  Illness  and  Utilization  of  Health  Services  by 
the  'sick1  and  the  'well1 ,  Health  Information  Foundation, 
Research  Series  16  (i960),  p.  32. 

9   Shanas  (I960),  ibid. ,  p.  32. 
10  Ibid.,  pp.  12-18. 


b.  Orientation  toward,  medical  care 

A  person  is  not  likely  to  seek  medical  help  unless  he 
is  favorably  oriented  toward  medical  care.  As  much,  favor- 
able orientation  toward  medical  care  is  considered  one  of 
major  determinants  of  the  behavior  of  seeking  medical  helps.  *■ 
In  this  regard,  it  is  rightly  acknowledged  that  persons  who 
are  highly  oriented  toward  preventive  care  use  medical  ser- 
vices more  often  than  those  who  are  less  favorable  inclined 
toward  preventive  care.-1-2  Especially,  those  persons  who  are 
apathetic  toward  medical  care  are  least  likely  to  use  medical 
services.  As  studies  have  indicated,  apathy  toward  medical 
care  Is  one  of  the  major  barriers  to  the  utilization  of  medical 
services. " 

c.  Soclo-economls  status 

Sociologists  have  examined  the  relationship  between 
socio-economic  status  and  the  use  of  medical  services.  Ross, 
for  example,  Indicated  that  the  utilization  of  physicians  is 
positively  related  to  social  class. ^  According  to  Ross,  per- 
sons of  higher  social  class  use  physicians  more  often  than  are 
those  of  lower  social  class  because  the  former  are  better  ed- 
ucated, have  more  purchasing  ability,  and  are  more  favorably 


11  Stanley  King,  Perceptions  of  Illness  and  Medical  Prac- 
tice. New  Yorkt  Russell  Sage  Foundation  (1962),  p.  15"9. 

John  A.  Ross,  "Social  Class  and  Medical  Care,"  Journal 
of  Health  and  Human  Behavior,  Vol.  3  (Spring,  1962),  ppTH&M. 

*3  Ashley  Weeks,  et  al. ,  "Apathy  of  Families  toward  Medical 
Care:  An  Exploratory  Study,"  in  Jaco  (ed.),  Patients,  Physicians, 
and  Illness,  pp.  159-16^. 


Ik 


Ross  op.,  git. ,  pp.  35"'K). 


oriented  toward  preventive  care.  Hollingshead  and  Redlieh 
provided  similar  results  in  their  study  of  social  class  and 
mental  illness.1-*  Effects  of  economic  factors  upon  the  use  of 
medical  services  in  particular  have  been  examined.  According 
to  Huller,  members  of  families  with  higher  income  status  con- 
sulted doctors  more  often  than  those  with  lower  income  status. -^ 
Similarly,  Anderson  reported  a  direct  relationship  between 

fam!3.y  Income  and  the  use  of  dentists.1? 

■ 
d.   Community 

The  utilization  of  medical  services  is  determined  in 
large  part  by  community  factors,  e.g.,  availability  of  medical 
resources.   Studies  have  shown  that  there  is  a  marked  differ- 
ence in  the  availability  of  medical  resources  between  urban  and 
rural  communities.   For  example,  Price  and  Hatt  noted  a  direct 
correlation  between  urbanization  and  the  community  health  facil- 
ities.18 In  addition  Sanders  indicated  that  many  rural  communi- 
ties today  have  as  many  as  3000  persons  or  more  per  physician 
whereas  the  national  average  ratio  is  1000  per  physician.1'? 


i5  Hollingshead  and  Redlieh,  oc.  clt. ,  p.  269. 

^  Charlotte  Huller,  "Income  and  The  Receipt  of  Medical 
Care",  A.J.F.H.,  Vol.  55  (April,  I965) ,  PP.  510-521. 

!?  Odin  W.  Anderson,  "The  Utilization  of  Health  Services", 
in  Howard  E.  Freeman,  et  al.  (eds.),  Handbook  of  Medical  Soci- 
ology, Englewood  Cliffs,  N.  J.:   Prentice-Hall  (1963).  pp.  353- 
359. 

18  Paul  H.  Price  and  Homer  L.  Hitt,  "The  Availability  of 
Medical  Personnel  in  Rural  Louisiana",  Louisiana  Bulletin, 
No.  kS9   (June,  1951).  p.  20. 

3  9  Irwin  T.  Sanders,  "Public  Health  in  The  Community",  in 
Freeman,  et  al.  (eds.),  Handbook  of  Medical  Sociology »•  p.  370. 


Thus,  it  3s  acknowledged  in  general  that  rural  utilization  of 
medical  services  is  lower  than  urban  utilization  of  medical 
services.  v 


- 


?-°  Andersen,  o£.  clt.  ,  p.  355. 
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2 .   Cho 1 c e  of  phy sic ian 

People's  behavior  of  choice  in  general  has  been  studied 
by  a  number  of  sociologists.   Lazarsfeld  has  been  especially 
concerned  with  the  analysis  of  the  action  of  choice  in  his 
study  of  voting  and  consumer  behavior.21  In  his  analysis  of 
consumer  action,  Lazarsfeld  asserted  that  the  behavior  of 
choice  can  be  understood  by  explaining  both  the  subjective  and 
the  objective  elements  such  as  "motive"  (e.g.,  attitude), 
"mechanisms"  (e.g.,  knowledge),  and  Influences  from  other  per- 
sons as  well  as  from  the  environments.22  In  view  of  this  anal- 
ysis provided  by  Lazarsfeld,  it  appears  that  a  person's  be- 
havior in  choosing  a  physician  can  be  understood  to  a  great  ex- 
tent by  accounting  for  both  his  attitude  toward  and  knowledge 
about  medical  sources  as  well  as  the  personal  and  environmental 
influences  acting  upon  him.  Therefore,  we  will  discuss  these 
elements  in  relation  to  socio-economic  status  and  community. 

a.   Socio-economic  status 

Studies  have  shown  that  members  of  different  socio- 
economic status  differ  significantly  in  their  attitudes  toward 
and  knowledge  about  medical  sources.   For  example,  Hollingshead 
and  Redlich  pointed  out  that  persons  of  higher  social  class 


21  Paul  P.  Lazarsfeld,  et  al. ,  The  People's  Choice,  Hew 
York:   Columbia  Univ.  Press  (1955). 

Also,  Arthur  Kornhauser  and  Paul  F.  Lazarsfeld,  "The  Anal- 
ysis of  Consumer  Actions",  in  Paul  F.  Lszarsfeld  and  Morris 
Rosenberg  (eds.),  The  Ianp;uap:e  of  Social  Research,  New  Yorki 
The  Free  Press  (1955),  PP.  ?,9y3±0%. 

22  Lazarsfeld  and  Kornhauser,  Ibid.,  p.  39o. 


position  held,  more  favorable  attitudes  toward  psychiatrists  and 
psychiatric  treatment  than  did  those  of  lower  class  position. 23 
They  also  indicated  that  members  of  a  lower  class  knew  less 
about  mental  illness ,  were  less  informed  of  theories  of  mental 
illness,  and  knew  less  about  how  to  get  help  than  those  who 
have  had  a  better  education. ^     Similarly,  Friedson  indicated 
that  persons  of  higher  status  were  more  familiar  with  abstract 
criteria  of  professional  qualifications  as  well  as  being  better 
acquainted  with  a  number  of  medical  practices. 25  According  to 
Friedson,  higher  status  people,  having  very  much  the  same  gen- 
eral education  and  standard  of  living  with  physicians,  main- 
tained frequent  social  contacts  with  the  physicians.   In  con- 
trast, members  of  lovrer  social  status  had  very  limited  knowl- 
edge of  what  it  is  physicians  do,  were  not  very  familiar  with 
the  range  of  medical  services  available  in  the  community,  and 
had  very  limited  personal  contacts  with  physicians  or  any  other 
soiirce  of  medical  care.2° 

Members  of  different  socio-economic  status  also  differ  in 
the  degree  of  being  influenced  by  other  persons  as  well  as  by 
their  surrounding  environment.   In  his  discussion  of  the  lay 
referral  system,  Friedson  pointed  out  that  lower  status  people 


23  Holllngshead  and  Redllch,  or>.  clt. ,  p.  336. 
Zh(   Ifrid. ,  pp.  3^0-3^-1. 

25  Friedson,  op.,  clt.,  pp.  14-8 -14-9. 

26  Ibid. ,  pp.  150-151. 
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are  more  prone  to  rely  upon  lay  consultants  concerning  health 
matters  than  are  those  of  higher  social  status. 2?  Lacking 
knowledge  about  illness  and  medical  sources,  many  of  the  lower 
social  status  are  reluctant  to  make  decisions  about  medical 
care  themselves  without  the  aid  of  lay  consultants  outside  the 
household.   In  contrast,  those  of  higher  social  status,  know- 
ing more  about  illness  itself  and  being  very  much  more  familiar 
with  available  medical  sources,  have  less  need  of  lay  consulta- 
tion concerning  health  matters. 2^  Since  persons  of  higher 
social  status  are  better  informed  of  available  medical  resources 
and  are  better  off  economically  as  well,  they  are  less  confronted 
with  accessibility  in  their  approach  to  medical  sources  than 
are  those  of  lower  social  status. 

b.   Community 

There  have  been  a  number  of  suggestions  about  community 
differences  in  attitudes  toward  and  information  about  medical 
care  as  well  as  medical  practices.   For  example,  Davis  pointed 
out  that  compared  with  urban  people,  rural  residents  tend  to 
have  insufficient  information  about  medical  sources  and  unfavor- 
able attitudes  toward  medical  care.29  According  to  Davis, 
these  factors  are  the  two  major  obstacles  which  rural  society 
faces  in  developing  medical  facilities.   Straus  also  expressed 


27  Idem. 


28  Id 


em. 


29  Michael  M.  Davis,  Medical  Care  for  Tomorrow,  New  Yorki 
Harper  &  Row,  Publishers  (1955).  p.  ^09. 
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a  similar  viewpoint  when  he  stated  that  major  barriers  to 
health  progress  In  rural  areas  include  apathy  toward  medical  ■ 
care  and  lack  of  knowledge  and  information  about  modern  med- 
icine. 3®     That  many  rural  people  are  faced  vrith  local  inaccess- 
ibility to  hospitals  and  physicians  has  been  indicated.-?1  It 
should  he  also  emphasized  that  being  less  informed  concern- 
ing medical  care  and  medical  resources,  rural  people  have  more 
need  of  lay  consultation  concerning  health  matters  than  do 
urban  people. 


< 


3°  Robert  Straus,  "Poverty  and  Public  Health-  New  Outlooks: 
Poverty  as  An  Obstacle  to  Health  Progress  in  Cur  Rural  Areas, " 
American  ■T--.>nr>"."'l  of  Public  Health,  Vol.  55,   No.  11  (Nov.,  1?65) 
pT  1775. 


31 


Davis,  op.  cit . ,  p.  13. 
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C.   Formulation  of  Hypothesis 

1.  The  Use  of  a  Regular  Physician 

In  the  previous  theoretical  discussion,  a  number  of 
sociological  factors  related  to  the  use  of  medical  services 
was  examined.  This  paper  will  show  whether  such  factors  are 
also  related  slgnlfioantly  to  the  use  of  a  regular  physician. 
More  specifically,  this  paper  attempts  to  reveal  the  extent  to 
which  the  use  of  a  regular  physician  is  affected  by  four  fac- 
tors: that  is,  self -perceived  level  of  health  condition,  use 
of  preventive  medical  care  services,  socio-economic  status,  and 
community  size.   For  this  purpose,  the  following  four  specific, 
hypotheses  were  formulated » 

Hypothesis  1:  Use  of  a  regular  physician  varies  In- 
versely with  self -perceived  level  of  health  condition. 

Hypothesis  2:      Use  of  a  regular  physician  varies  di- 
rectly with  utilization  of  preventive  medical  care  services. 

Hypothesis  3«   Use  of  a  regular  physician  varies  di- 
rectly with  socio-economic  status. 

Hypothesis  hi      Use  of  a  regular  physician  varies  di- 
rectly with  community  size. 

2 .  Choice  of  a  Regular  Fayslolan 

Also  examined  in  the  previous  discussion  were  socio- 
economic status  and  community  differences  with  respect  to 
attitude  toward  and  knowledge  about  medical  sources  as  well  as 
the  personal  and  environmental  influences.   Since  the  manner  of 
choosing  a  physician  is  determined  in  large  part  by  such  fac- 
tors, it  is  expected  that  there  villi  be  significant  socio- 
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economic  status  and  community  differences  in  the  manner  of 
choosing  a  regular  physician.   Therefore,  this  paper  attempts 
to  reveal  the  extent  to  which  such  manner  of  choice  is  af- 
fected by  socio-economic  status  and  community  size.   Hore 
specifically,  this  paper  will  be  concerned  with  the  extent  to 
which  a  number  of  selected  ways  of  choosing  a  physician  (i.e., 
personal  acquaintance,  lay  referral,  and  accessibility)  varies 
with  socio-economic  status  and  community  size.   For  this  pur- 
pose, the  following  five  additional  hypotheses  were  formulated: 

Hypothesis  5-      Choice  of  a  physician  by  personal  ac- 
quaintance varies  directly  with  socio-economic  status. 

Hypothesis  6:   Choice  of  a  physician  by  lay  referral 
varies  inversely  with  socio-economic  status. 

Hypothesis  7:   Choice  of  a  physician  by  accessibility 
varies  Inversely  with  socio-economic  status. 

Hypothesis  8:   Choice  of  a  physician  by  lay  referral 
varies  inversely  with  community  size. 

Hypothesis  9:   Choice  of  a  physician  by  accessibility 
varies  inversely  with  community  size. 
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CHAPTER   II 
METHODOLOGY 

A.  Sample 

The  sample  was  derived  from  available  data  which  were 
collected  from  an  area  probability  sample  of  households  contain- 
ing persons  aged  60  and  over  in  five  Midwestern  communities. 32 
Of  the  original  sample  population  of  2,622  persons  both  male 
and  female,  only  male  respondents  were  selected  for  the  study. 
Thus,  the  sample  size  of  this  study  consists  of  987  respond- 
ents.  In  order  to  examine  patterns  in  the  use  of  a  regular 
physician,  each  of  the  937  persons  was  asked  as  to  whether  he 
had  a  doctor  he  considered  his  regular  physician.   Of  the  987 
total  respondents,  808  persons  reported  having  a  regular  physi- 
cian.  For  the  examination  of  manners  of  choosing  a  physician,  a 
further  question  was  asked  each  of  those  who  reported  having  a 
regular  physician  as  to  how  he  first  chose  his  doctor. 

B.  Analysis  of  the  Data 

For  the  test  of  an  hypothesis,  the  level  of  significance 
of  the  relationship  between  an  Independent  and  a  dependent  vari- 
able was  examined.   The  determination  of  significance  of  the 


32  This  study  is  based  upon  a  group  of  old  people  which  was 
originally  sampled  for  the  study  of  "The  Impact  of  ' Medicare '  on 
the  Organization  of  Medical  Care".   The  study  was  conducted  by 
Dr.  Eugene  A.  Frledmann,  et  al.  of  the  Midwest  Council  for 
Social  Research  in  Aging,  supported  by  U.3.P.H.S.  Grant  Number 
CD  00244. 

Refer  to  Eugene  A.  Frledmann,  et  al.  ,  The  Impact  of  Merli- 
care  on  the  Organization  of  Medical  Care-  Project  Description 
and  Discussion  of  Preliminary  Finding.?,  Midwest  Council  fox- 
Social  Research  in  Aging,  Preliminary  Draft  (Oct.,  1967) »  p.  9. 
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relationship  was  made  by  employing  a  Chi-square  (X  )  test.  A 

probability  of  5  percent  is  accepted  as  the  criterion  of  sign- 
ificance.  If  P<0.05,  it  is  believed  that  the  study  can  as- 
sume that  the  relationship  is  not  due  to  sampling  error. 

C.  Concept  of  a  Regular  Fhyslclan 

The  regular  physician  is  defined  as  a  doctor  who  Is 
used  by  an  individual  regularly  for  curative  or  preventive  pur- 
poses. The  regular  physician  is  distinguished  from  family  doc- 
tor who  is  used  by  all  members  of  the  family.   It  is  believed 
that  the  regular  physician  may  be  one's  personal  doctor  whose 
essential  characteristic  is  to  look  after  a  patient  as  a  person 
and  not  as  a  problem.  According  to  Fox,  the  personal  doctor  is 
"what  our  grandfathers  called  'my  medical  attendant'  or  'my  per- 
sonal physician'  and  his  function  is  to  meet  what  is  really  the 
primary  medical  need. "33 

D.  Classification  of  Manners  of  Choosing  a  Physician 

In  order  to  reveal  manners  of  choosing  a  physician,  re- 
spondents who  said  that  they  had  regular  doctors  were  asked  how 
they  first. chose  him.   Based  upon  the  Interview  question,  more 
than  1^  reasons  given  for  choosing  a  specific  doctor  as  regular 
physician  were  identified.   (see  Appendix-Supplementary  Table 
1)  These  reasons  were  classified  into  the  five  major  criteria 
in  choosing  a  physician. 

1.   Personal  acquaintance 

When  a  person  chooses  a  physician  whom  he  knew  socially, 
this  manner  of  choice  is  considered  as  being  based  upon  "personal 


33  Pox,  op.  oit. ,  p.  752. 
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acquaintance".  It  is  assumed  that  a  person's  choice  of  physi- 
cian based  upon  personal  acquaintance  is  made  by  his  own  judg- 
ment and  is  not  dependent  upon  recommendations  and  advice  from 
other  persons. 

2.  Medical  referral 

When  a  person  chooses  a  physician  by  recommendations 
and  advice  from  medical  doctors,  this  manner  of  choice  is  con- 
sidered to  be  based  upon  "medical  referral".   This  professional 
referral  is  likely  to  be  made  when  a  person  has  confidence  in 
medical  opinion,  when  he  as  well  as  members  of  his  primary 
group  do  not  know  enough  about  the  nature  of  his  illness,  or 
when  he  has  easy  access  to  available  medical  sources. 

3.  Lay  referral 

When  a  person  chooses  a  physician  by  recommendations 
and  advice  from  members  of  his  primary  group,  such  as  family 
members,  friends,  relatives,  neighbors,  and  co-workers,  this 
manner  of  choice  is  considered  as  being  based  upon  "lay  refer- 
ral". Also  included  in  this  referral  is  knowledge  about  the 
reputation  of  the  doctor;  this  reputation  tends  to  be  a  prior 
condition  both  for  choice  and  for  personal  evaluation  of  a  phy- 
sician.3^' 

4.  Accessibility 

;       When  a  person  chooses  a  physician  in  consideration  with 
either  "convenience"  or  the  availability  of  medical  sources, 
this  manner  of  choice  is  considered  as  being  based  upon 


3^  Friedson,  or>.  cit.  ,  p.  160. 
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"accessibility".   In  this  case,  a  person's  decision  to  choose  a 
specific  doctor  is  made  neither  becaiise  he  knew  the  doctor  social- 
ly, nor  because  others  recommended  him.   The  choice  is  made 
mainly  because  the  doctor  is  conveniently  located  and  can  make 
home-calls  easily,  or  because  he  was  the  most  available  person 
at  the  time.  As  such,  the  accessibility  accounts  for  environ- 
mental  or  conditional  factors  influencing  the  choice  of  a  phy- 
sician.  It  is  considered  that  no  judgement  as  to  the  quality 
of  care  or  qualifications  of  the  doctor  is  involved  In  a  per- 
son's making  a  choice  of  a  physician  based  upon  the  accessibility. 
5.   Others 

All  other  unspecified  reasons  not  included  in  the  above 
major  criteria  of  choosing  a  physician  are  classified  as 
"others."  The  most  frequently  mentioned  reason  in  this  cate- 
gory appears  to  be  "random  selection". 
E.   Independent  and  Dependent  Variables 
3 .   Independent  Variable 

a.   Self-perceived  level  of  health  condition 
A  person's  health  condition  Is  based  upon  a  self -eval- 
uation of  his  own  health.   In  order  to  obtain  self-evaluation 
of  one's  own  health,  each  respondent  is  asked  how  he  would 
rate  his  own  health  considering  his  age.   The  answers  are 
classified  into  three  groupings  such  as  (1)  good,  (2)  fair,  and 
(3)  poor. 

b0   Use  of  preventive  medical  care  services 

In  order  to  obtain  the  degree  of  utilizing  preventive 
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medical  care  services,  each  respondent  is  asked  when  he  would 
visit  a  doctor.  The  answers  are  classified  into  three  group- 
ings such  as  (1)  never,  (2)  only  when  sick,  and  (3)  when  in 
good  health  as  well  as  when  sick. 

c.   Socio-economic  status 

The  level  of  socio-economic  status  is  measured  in  terms 
of  occupation,  level  of  education,  and  amount  of  annual  income. 

(1)  Occupation:   A  person's  occupation  is  identified 
by  referring  to  his  current  occupation;  if  he  is  not  employed 
at  the  time  of  the  interview,  his  previous  regular  occupation 
is  referred.   Based  upon  one's  occupation,  each  respondent  is 
classified  into  two  groupings,  i.e.,  white  collar  and  blue 
collar.  The  folio-wings  are  lists  of  occupations  included  in 
white  collar  or  blue  collar  occupation  groups: 

White  collar  occupations: 

(a)  Professional,  technical,  and  kindred  workers, 

(b)  Managers,  officials,  and  proprietors,  except  farm, 
and 

(c)  Clerical  and  kindred  workers. 

Blue  collar  occupations: 

(d)  Farmers  and  farm  managers, 

(e)  Craft  siren,  foremen,  and  kindred  workers, 

(f)  Operatives  and  kindred  workers, 

(g)  Private  household  workers,  service  workers, 
except  private  household,  and 

(h)  Farm  laborers  and  foremen,  laborers,  except  farm 
and  mine. 

(2)  Education:   Based  upon  the  amount  of  education, 
each  respondent  is  classified  into  three  groupings,  i,e=,  (a) 
from  no  schooling  to  elementary  school  8  years  completed,  (b) 
from  high  school  1  year  to  h   years  completed,  and  (c)  college 
1  year  through  5  years  completed  or  more. 
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(3)  Incomei   Based  upon  the  amount  of  annual  net  income, 
each  respondent  is  classified  into  three  groupings,  i.e.,  (a) 
below  12,440,  (b)  from  $2,441  to  ^5,6qo,  and  (c)  $5,691  or 
more . 

d.   Community  size 

Since  the  original  sample  was  drawn  from  five  communi- 
ties which  differ  in  population  size  and  provision  of  medical 
facilities  and  services,  each  of  the  five  communities  was  used 
for  comparative  purposes.   In  particular,  the  comparative  anal- 
ysis throughout  the  paper  is  made  with  reference  to  community 
size.   The  five  communities  consist  of  one  metropolitan  area, 
two  medium-sized  and  two  small  communities.   They  are  listed  as 
follows* 

(1)  A  metropolitan  area  of  population  size  of  about 
600,000 

(2)  A  city  of  population  size  about  100,000,  relatively 
well  served  by  medical  facilities  and  services 

(3)  A  city  of  population  size  about  100,000,  relatively 
poorly  served  by  medical  facilities  and  services 

(4-)  A  small  community  of  under  25,000,  relatively  well 
served  by  medical  facilities  and  services 

(5)  A  small  community  of  under  25,000,  relatively 

poorly  served  by  medical  facilities  and  services. 

2.   Dependent  Variable 

a.   Possession  of  a  regular  physician 
Each  respondent  was  asked  whether  or  not  he  had  a  doc- 
tor he  considered  his  regular  physician.  Answers  are  class- 
ified into  (1)  yes  or  (2)  no. 
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*>•  The  manner  of  choosing  a  physician 
A  question  asked  of  persons  who  indicated  that  they 
had  a  regular  physician  was  why  they  had  first  chosen  him.   The 
answers  are  grouped  into  five  major  criteria  of  choosing  a  phy- 
sician,  (see  pp.  l^--l6  and  Appendix-Supplementary  Table  1) 
Three  of  these  five  major  criteria  are  examined  in  this  study. 
They  are  (1)  personal  acquaintance,  (2)  lay  referral,  and  (3) 
accessibility. 


< 
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CHAPTER  III 


RESULTS 


A.   Use  of  a  Regular  Physician 

1 .   Self-perceived  level  of  health  condition  and  use  of  a 
regular  physician 

To  indicate  effects  of  perceived  health  condition  upon 

the  use  of  a  regular  physician,  it  was  first  hypothesized  that 

use  of  a  regular  physician  varies  inversely  with  self-perceived 

level  of  health  condition.  Table  1  shows  the  uses  of  a  regular 

physician  by  self -perceived  level  of  health  condition  for  all 

respondents  in  the  sample.  As  shown  in  this  table,  there  was  a 

TABLE  1 

PERCENTAGE  0?  PERSONS  HAVING  AND  NOT  HAVING  A  REGULAR 
FHYSICIAN  BY  S3LE-PERCEIV3D  LEVEL  OF  HEALTH  CONDITION 


Self-perceived         Do  you  have  a  regular  doctor 
level  of  health      Yes  No  No.  of 

condition    percent  (number)  percent  (number)  Total  cases 


100.0  2?5 
100.0  33? 
100.0  259 


Total      81.^    (709)    18.6    (162)   100.0  871 

X2=11.03,  2  df,  ?<0.05 
significant  relationship  between  one's  self-perceived  health  con- 
dition and  his  use  of  a  regular  physician.  That  is,  the  poorer 
one's  self-perceived  health  condition,  the  more  he  is  likely  to 


Good 

75-3 

(20?) 

2*1-.  7 

(68) 

Fair 

82.8 

(279) 

17.2 

(58) 

Poor 

86.1 

(223) 

13-9 

(36) 
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have  a  regular  physician.  Thus,  compared  with  about  75  percent 
of  persons  who  believed  that  their  health  was  good,  about  86 
percent  of  those  who  believed  that  their  health  was  poor  were 
using  regular  physicians  for  ordinary  medical  needs.  A  similar 
finding  was  reported  by  Kutner  who  employed  an  "index  of  phys- 
ical health"  obtained  based  upon  nember  of  reported  illnesses. 35 
It  seems  that  those  with  a  poorly  perceived  level  of  health 
condition  have  a  stronger  felt  need  for  having  a  regular  phy- 
sician largely  because  of  the  fact  that  they  do  need  medical 
help  quite  often.  In  comparison,  those  who  believe  that  their 
health  is  good  seem  to  feel  less  need  for  having  a  regular 
physician  because  they  are  less  likely  to  seek  medical  care.  In 
view  of  this  finding,  it  is  plausible  that  one's  self-perceived 
health  condition  is  a  significant  factor  in  determining  his  use 
of  a  regular  physician. 

The  relationship  between  perceived  health  condition  and 
use  of  a  regular  physician  was  further  examined  with  income 
level  controlled.  As  shown  in  Table  2,  the  perceived  health 
condition  appears  to  be  an  important  factor  in  determining  the 
use  of  a  regular  physician  particularly  among  persons  of  the 
low  Income  group.  Within  the  low  income  group,  there  was  a 
marked  increase  in  the  use  of  a  regular  physician  as  the 
respondent's  self -perceived  level  of  health  condition  became 
worse:   compared  with  6?.l  percent  of  persons  who  believed  that 


35  Bernard  Kutner,  et  al. ,  Five  Hundred  Over  Sixty,  New 
York:  Russell  Sage  Foundation  (1956T,  p.  1*1-0 
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TABLE  2 

PERCENTAGE  OP  PERSONS  HAVING  A  REGULAR  PHYSICIAN  BY  SELF- 
PERCEIVED  LEVEL  OF  HEALTH  CONDITION  WITH  INCOME  CONTROLLED 


Self-perceived 
level  of  health 
condition 

Below 
percent 

Level  of 
$2,4*K>$2»441- 

No.  of 

cases**  percent 

Income 
45,690 
No.  of 
cases 

$5,691 
percent 

or  more 
No.  of 
cases 

Good 
Fair 
Poor 

67.1 
77.1 
84.7 

(85)    80.0 
(118)    83.8 
(137)    87.5 

(80) 

(117) 
(80) 

85.5 
93.2 

86.7 
88.8 

(83) 
W) 
(30) 

Total 

77.6 

(340)    83.8 

(277) 

(187) 

X2=9.40,  2  df,  X2-1.65,  2  df  X2=2.49,  2  df, 
P<0.01       P>0.05      P>0.05 
**  The  number  of  cases  represents  the  total  number  of 
respondents  having  specified  self -perceived  health  condition 
within  each  income  group. 

their  health  was  good,  84.7  percent  of  persons  who  believed 
that  their  health  was  poor  reported  having  a  regular  doctor. 

As  the  income  level  increased,  however,  there  was  a  de- 
creasing effect  of  the  perceived  health  condition  upon  the  use 
of  a  regular  physician.  According  to  these  data,  within  the 
medium  and  the  high  income  groups,  the  self-perceived  health 
condition  had  virtually  no  significant  relation  to  the  use  of 
a  regular  physician.  Within  the  high  income  group  in  particular, 
it  was  those  of  the  "fair"  health  rather  than  of  the  "good" 
health  who  were  most  likely  to  have  a  regular  physician.  Thus, 
it  appears  that  for  persons  of  higher  income  level,  using  a 
regular  physician  was  not  necessarily  because  of  their  poorly 
perceived  health  condition. 
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By  reading  Table  2,  horizontally,  it  can  be  observed 
that  as  the  income  level  increases,  the  use  of  a  regular  phy- 
sician generally  increases  in  every  group  of  different  self- 
perceived  level  of  health  condition.  This  Indicates  that  a 
better  income  provides  a  more  favorable  condition  for  having  a 
regular  doctor. 

The  relationship  between  self -perceived  health  condi- 
tion and  use  of  a  regular  doctor  was  also  examined  within  each 
community.  As  shown  in  Table  3»  the  use  of  a  regular  physician 
within  each  community  generally  increased  as  the  self -perceived 
health  condition  became  worse.  However,  the  various  perceived 
health  groups  were  not  markedly  different  in  their  uses  of  a 
regular  physician  within  most  of  the  communities.  That  is, 
within  most  of  the  communities,  people  in  general  revealed  a 
similar  tendency  to  use  regular  physicians  regardless  of  their 
perceived  health  condition. 

The  following  table  also  shows  that  regardless  of  one's 
self -perceived  health  condition,  inhabitants  of  smaller  commu- 
nities tended  to  use  regular  physicians  more  often  than  those 
living  in  a  large  community.  For  example,  compared  with  76.3 
percent  of  persons  with  the  poor  health  condition  in  Community 
1,  19.6  percent  of  those  with  the  same  health  condition  In  a 
small  community  (i.e.,  Community  4)  reported  having  a  regular 
physician. 

In  general,  it  is  seen  that  persons  with  poorly  per- 


ceived health  are  more  prone  to  use  a  regular  physician  than 
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TABLE  3 

PERCENTAGE  OF  PERSONS  HAVING  A  REGULAR  PHYSICIAN  BY  SELF- 
PERCEIVED  LEVEL  OF  HEALTH  CONDITION  WITHIN  EACH  COMMUNITY 


Self -perceived  level 
of  health  condition 
Community  Good  Fair   Poor  Total 

■       W1HUIW       I      ■■■■!»■    WI'IWW  ■  »»■  *l—  ■  ■■■■■-■■■■■   ■  l«a»H.l«^«l—  »— n  —  r,»  !  urn   —  t  «l  ■ ——■  ■■.»■     | ■  I— ■■»■———«—«—<■»«— ——     II       I*  I    — X»— — »— »W»W 

percent     69.6       79.2     67,3     75.4       X2~2.25,   2  df 
Community  1  P>0.05 

No.   of 
cases  (79)      (101)      (76)    (256) 


percent  78. 0       82.5     89.8     83.3       X2=2.53,   2  df 

Community  2  Pj>0„05 

No.   of 
cases         (50)        (57)      (49)    (156) 

percent     77.6       82.2     87.0     81.5      X2=1.69,   2  df 
Community  3  P>0.05 

No.   of 

.pases  12£L,..(73)    ,(^6)    U95L 


percent     75. 0       87.5     95.6     86.6       X2=8.79,   2  df 
Community  4  P<0.05 

No.   of 
cases  (44)        (56)      (49)    (149) 

percent  80.8   86.0  87.2  85.2   X2=0.55,  2  df 
Community  5  P>0.05 
No.  of 
cases    (26)   (50)   (39)  (115) 

others  with  health  they  perceive  as  good.  It  should  be  pointed 
out,  however,  that  with  an  increasing  level  of  income,  the  per- 
ceived health  becomes  a  less  important  factor  in  determining  the 
use  of  a  regular  physician.  In  addition  the  relation  of  per- 
ceived health  to  the  use  of  regular  physician  seems  to  be  de- 
pendent largely  upon  community  factor.   In  this  regard,  the  data 
seem  to  support  only  weakly  the  hypothesis  that  use  of  a  regular 
physician  varies  inversely  with  self -perceived  level  of  health 
condition. 
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2 .   Use  of  preventive  medical  care  services  and  having  a 
'regular  Phy s  i  clan 

The  second  hypothesis  stated  that  use  of  a  regular 

physician  varies  directly  with  utilization  of  preventive  medical 

care  services.  As  shown  in  Table  h,    the  utilization  of  preventive 

TABLE  k 

PERCENTAGE  OF  PERSONS  HAVING  AND  NOT  HAVING  A  REGULAR 
PHYSICIAN  BY  USE  OF  PREVENTIVE  MEDICAL  CARE  SERVICES 


When  do  you  go 
to  a  doctor 

Ye 

percent 

Do  you 

:S 

(number) 

have  a  regular  doctor 

No 
percent  (number)  Total 

No .  of 
cases 

Never 

Only  when  sick 

When  sick  as  vie 
as  when  well 

21.3 

78.5 
11  93.0 

(10) 

(398) 
(398) 

78.7 

21.5 

7.0 

(37) 

(109) 

(30) 

100.0 
100.0 
100.0 

*7 

507 
^28 

Total 

82.1 

(806) 

17.9 

(176) 

100.0 

982 

XZ=15?.17i  2  df,  P<0.001 
medical  care  services  was  a  crucial  factor  in  determining  the 
use  of  a  regular  physician.   Thus,  virtually  everyone  who  used 
physicians  for  preventive  care  was  using  his  own  regular  phy- 
sician whereas  about  four-fifths  of  those  who  used  physicians 
only  for  curative  care  reported  having  a  regular  physician. 
For  persons  not  having  regular  physical  examinations  use  of  a 
regular  physician  was  much  less  needed.   It  was  especially  true 
for  those  who  said  they  never  used  physicians  for  medical  help: 
only  about  one  fifth  of  those  who  never  used  physicians  reported 
having  a  regular  physician.   This  infrequent  utilization  of 
medical  services  appears,  therefore,  to  be  a  major  reason  for 
not  having  a  regular  physician. 
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The  relation  of  use  of  preventive  medical  care  services 
to  the  possession  of  a  regular  physician  was  further  examined 
by  controlling  self-perceived  level  of  health  condition.   It 
was  seen  from  the  above  table  that  within  each  group  of  var3 - 
ous  health  condition,  those  who  used  physicians  for  preventive 
medical  care  had  a  significantly  higher  proportion  of  regular 
physicians  than  those  who  did  not.   In  view  of  the  finding 
that  even  most  of  those  who  believed  in  their  good  health  within 
the  preventive  care  group  reported  having  a  regular  physician, 
It  was  evident  that  the  use  of  preventive  medical  care  services 
is  a  major  reason  for  using  a  regular  physician. 

By  reading  Table  5  horizontally,  it  can  also  be  seen 

that  people  are  more  likely  to  use  a  regular  physician  when  they 

TABLE  5 

PERCENTAGE  0?  PERSONS  HAVING  A  REGULAR  PHYSICIAN  BY  USE  0? 
PREVENTIVE  MEDICAL  SERVICES  WITH  HEALTH  CONDITION  CONTROLLED 

Perceived  level  of  health  condition 


When  do  you  go       Good Fair Poor 

to  a  doctor  No.  of         No.  of        No.  of 

percent  cases  percent  cases  percent  cases 


Never  20.0  (25)  25.0  (12)  1^.3  (7) 

Only  when  sick  72.7  (139)  78.2  (165)  8.3.1  (1^2) 

When  sick  as  well  91. 0  (111)  93 .0  (153)  9^-5  (109) 
as  when  well 

Total  75.3  (275)  83.3  (335)  86,0  (253) 


X*=56.20f   2  df,   Xz-^3.l6,   2  df~  X^-37.   53,   2  df , 
F<  0.001  P<0.001  P<0.001 
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are  in  poor  health;  especially 

,  among  persor 

is  who  used  phy- 

siciana  only 

when  they 

be  come 

ill,  those  whc 

1  consider  their 

health  as  hei 

jig  poor  had  a  sig 

nificar 

itly  higher  pro; 

portion  of 

regular  phy s  i  clans . 

There 

:  was  also 

a  signi 

f  leant 

direct 

relationship  be- 

twesn  having 

a  regular 

physic! 

an  and 

use  of 

pr  event: 

i.ve  medical 

care  services 

;  within  each  community. 

As  shown  in  Table  6, 

TABLE  6 

PERCENTAGE  OF  PERSON.: 
OP  PREVENTIVE  MEDICAL 

!  HAVING  A  REGULAR  PHI 
CARE  SERVICES  WITHIN 

'SICIAN  : 

each  co: 

BY  USE 
MKUNITY 

Community 

When 

do  you 

p;o   to  a 

.  doctor 

Only  when  sick 
Never  sick   well 

Total 

Community  1 

percent 

No.  of 
Cases 

9.1 

(11) 

25.0 

(12) 

67.1 

(143) 

81.6 

(103) 

91.0 

( 145) 

93.6 

(70) 

76.6 

(299) 
84.3 

(185) 

X2=51-96, 
2  df, 

P<0.001 

x2=43.30, 
2  df, 

?<0.001, 

Community  2 

percent 

No.  of 
cases 

Community  3 
Community  4 

percent 

No.  of 
cases 

percent 

No.  of 
cases 

27.3 

(11) 

79.0 
(100) 

89.8 
(98) 

81.3 
(209) 

X2=26.12, 
2  df, 

F<0.001 

16.7 
(6) 

85.7 
(84) 

94.6 
(743 

87.2 
(164) 

x^=30.52, 

2  df, 

B^O.001 

Community  5 

percent 

No.  of 
cases 

28.6 
(7) 

87.O 
(77) 

95.1 
t*l) 

86.4 
(125) 

X2=22.60, 
2  df, 

p<b.ooi 
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within  each  community,  those  who  used  physicians  for  preventive 
care  were  most  likely  to  have  a  regular  ph3rsician  whereas  those 
who  did  not  use  physicians -at  all  were  least  likely. 

In.  addition,  these  data  showed  that  persons  living  in 
smaller  communities,  regardless  of  their  different  uses  of  med- 
ical care  services,  were  more  inclined  to  have  regular  phy- 
sicians than  residents  of  a  large  community.   For  example,  com- 
pared with  6?.l  percent  of  those  who  used  physicians  for  cura- 
tive medical  care  in  Community  1,  87. 0  percent  of  the  residents 
in  Community  5  with  the  same  usage  of  physicians  reported  hav- 
ing a  regular  doctor. 

In  view  of  the  findings,  the  hypothesis  Is  strongly  sup- 
ported that  having  a  regular  physician  varies  directly  with 
utilization  of  preventive  medical  care  services. 

3.   Socio-economic  status  and  use  of  a  regular  physician 

The  third  hypothesis  stated  that  use  of  a  regular  phy- 
sician varies  directly  with  socio-economic  status.   To  test  this 
hypothesis,  relations  of  occupation,  education,  and  income  to 
the  use  of  a  regular  physician  were  examined  respectively. 

The  relationship  between  occupational  status  and  use  of 
a  regular  physician  is  examined  in  Table  7.  According  to  this 
table,  the  white  collar  people  had  slightly  higher  proportion 
of  regular  physicians  than  the  blue  collar  persons.   The  dif- 
ference between  the  two  occupation  groups  in  the  use  of  a  reg- 
ular physician  was,  however,  not  statistically  significant. 
This  Indicates  that  one's  occupational  standing  is  not  an  impor- 
tant factor  in  determining  the  use  of  regular  physician. 
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TABLE  ? 

PERCENTAGE  OP  PERSONS  HAVING  AND  NOT  HAVING 
A  REGULAR  PHYSICIAN  BY  OCCUPATIONAL  STATUS 


Occupational 
status 

Ye 
percent 

Do  you 

!S 

(number) 

have  a  regular  doctor 
Ko 
percent  (number)  Total 

No.  of 
cases 

White  collar 
Blue  collar 

83.0 
81,4 

(253) 
(53*0 

17.0     (52) 
18.6    (122) 

100.0 
100.0 

305 
656 

Total 

31.9 

(787) 

18.1    (17*0 

100.0 

961 

X2~0.3^,  1  df,  P>0.05 
The  lack  of  significant  association  between  occupational 
status  and  use  of  a  regular  physician  was  also  observed  within 
each  community.   (See  Appendix-Supplementary  Table  2) 

Similarly,  the  use  of  a  regular  physician  was  not  sign- 
ificantly affected  by  the  level  of  education.  That  Is,  with 
the  rise  in  education  level,  there  was  no  significant  increase 
in  the  use  of  a  regular  physician.   (See  Table  8)  Although 
college  education  people  showed  a  higher  tendency  to  use  regular 
physicians  than  those  of  lower  education,  the  higher  school 
educated  people  were  using  regular  physicians  slightly  less 
than  those  of  the  elementary  school  education.   The  data  suggests, 
therefore,  that  a  better  education  is  not  necessarily  a  crucial 
factor  Increasing  the  use  of  regular  physician.  The  insign- 
ificant association  between  the  level  of  education  and  the  use 
of  a  regular  physician  could  also  be  seen  within  each  community. 
(See  Appendix-Supplementary  Table  3) 
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TABLE  8 

PERCENTAGE  OF. PERSONS  HAVING  AND  NOT  HAVING 
A  REGULAR  PHYSICIAN  BY  EDUCATION  LEVEL 


Do  you  have  a  regular  doctor 

Yes  No  Ko.  of 

Education  level   percent  (number)  percent  (number)  Total  cases 

Elementary  school  81.8    (^5-'-!-)     18.2    (101)    100.0  556 
8  years  or  less 

From  high  school   80.2    (239)    19.8     (59)    100.0  298 
1  to  4  years 

From  college  1  to  86.^    (108)     13.6     (1?)    100.0   125 
5  years  or  more 

Total        81.9    (802)     18.1    (1??)    100.0  979 

X2=2.29,  2  df,  P>0.05 
TABLE  9 

PERCENTAGE  OF  PERSONS  HAVING  AND  NOT  HAVING 
REGULAB  PHYSICIAN  NY  ANOUNI  0?  INCOME 


Do  you  have  a.  regular  doctor 


Yes  No  No.  of 

Amount  of  income  percent  (number)  percent  (number)  Total  cases 

Below  -;2,ii4o     78. 1    (321)    21.9     (90)   100.0  'Ml 

$2,*MH  to  ')5,690  8'+,8    (262)    15.2     {k-7)        100.0  309 

$5,691  or  more    89. 1    (172)    10. 9     (21)    100.0   193 

Total       82.7    (55)     17.3    (158)   100.0  913 

~X2~12.57,  2  6S,    P<0.01 
The  amount  of  income  was,  however,  an  important  factor 
in  determining  the  use  of  a  regular  physician.   With  the  in- 
crease in  the  amount  of  income,  there  was  1    marked  increase  in 
the  use  of  regular  physician,   (cJee  Table  9)   Compared  with 
78.1  percent  of  persons  in  the  low  income  group,  89. 1  percent 
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of  those  in  the  high  income  group  reported  having  a  regular 
physician.   It  appears,  therefore,  that  a  person's  purchasing 
power  largely  accounts  for  his  possession. of  regular  physician. 
It  has  been  pointed  out  previously  that  the  utilization  of  phy- 
sicians varies  directly  with,  the  income  level. 3&     Thus,  persons 
of  a  higher  income  group,  using  physicians  more  frequently, 
seem  to  have  more  need  for  a  regular  physician. 

The  relationship  between  the  amount  of  income  and  the 
use  of  a  regular  physician  was  examined  within  each  employment 
status  group.   Within  the  group  of  persons  who  were  not  work- 
ing at  the  time  of  the  interview,  due  to  either  sickness  or  re- 
tirement, the  higher  level  of  income  again  appeared  to  be  a 
crucial  factor  in  the  increasing  use  of  a  regular  physician, 
(see  Table  10)   For  example,  while  virtually  every  person  in 

TABLE  10 

PERCENTAGE  OF  PERSONS  HAVING  A  REGULAR  PHYSICIAN  3Y 
AM0UNT:QP  INCOME  WITH  EMPLOYMENT  STATUS  CONTROLLED 


Employment  Status 
Working  Not-working 

percent     percent    percent     No.  of 
cases  cases 


Amount  of  income 


Below  $2, kkO 

$2,^1-05,690 
§5 »691  or  more 


Jo  - 


7^.2 
89.0 


(97) 


79.3 


(136)      SI. 3 
87.3      (157)      97.2 


(31*0 

(17?-) 
(30) 


X2=10.87,  2  df, 


P<<0.01 


X2=6.81,  2  df, 

p<0.05 


See,  Ross,  o_p_.  ci t .  ,  t>p.  37-33,  and  Kuller,  o£.  clt. , 

P?.  510-521. 
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the  high  income  group  who  was  not  working  at  the  time  of  the 
interview  (i.e.,  35  out  of  36   cases)  indicated  that  they  used 
a  regular  physician,  there  were  only  79.3  percent  of  persons  in 
the  low  income  group  (or  2*1-9  out  of  31^  cases)  who  used  regular 
physicians. 

It  was  also  seen  that  within  the  working  group,  persons 
of  the  medium  and  high  income  level  showed  a  markedly  higher 
tendency  to  use  regular  physicians  than  those  of  low  income 
level.  However,  the  positive  association  between  the  amount  of 
income  and  the  use  of  regular  physician  was  somewhat  obscured 
since  persons  of  the  high  Income  level  reported  using  a  regular 
physician  slightly  less  than  those  of  the  medium  income  level. 

The  relationship  between  the  amount  of  income  and  the 
15.se  of  a  regular  physician  was  also  examined  within  each  com- 
munity. The  data  indicated  in  general  that  within  most  of  the 
communities,  persons  of  the  low  income  level,  compared  with 
those  in  the  medium  and  high  income  level,  had  the  least  likeli- 
hood of  using  regular  physicians  for  ordinary  medical  needs. 
(see  Table  11)   The  effects  of  the  economic  factor  upon  the  use 
of  regular  physician  were  more  clearly  observed  within  large 
communities.   For  example,  in  the  metropolitan  community  (i.e., 
Community  1) ,  there  was  a  significant  increase  in  regular  phy- 
sician use  with  the  rise  in  income  level.   Compared  with  70.3 
percent  of  the  low  income  persons  in  this  community,  86.9  per- 
cent of  those  in  the  high  income  group  reported  using  a  regular 
physician.   (Read  the  Table  horizontally) 
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TA£LE  11 

PERCENTAGE  0?  PSH3C;  3  HAVING  A  ■'     &H  PHYSICIAN 
BY  AMOUNT  OP  INOOKE  WITHIN  ICACE  CO  .  "  ITY 

The  amoi 

of  income 

Below  §2,440     ; 2,^-3.- 
Community                  .0,690 

55.691 

or  more 

Total 

percent   70.3    80.8 
Community  1 

No .  0  f 

cases    (111)    (99) 

86.9 
(61) 

77-9 
(27D 

X2=7.0Q, 
2  df, 

P<0,05 

percent   78.8    91. 1 
Community  2 

No.  of 

cases     (85)     (5&) 

86.2 
(29) 

84. 1 

(170) 

x~~3.90, 
2  dS, 

P>0.05 

percent   76. 0    77.0 
Community  3 

No.  of 

cases     (75)     (6l) 

93.0 
(57) 

81. 3 

(193) 

V-  —  o  Oh 

A  -/.Ct, 

2  df, 

?<0.05 

X2=0.C2, 
2  df, 

P>0.05 

x2=4.5i, 

2  df, 

F>0.05 

percent   87.7    87.3 
Community  k 

No.  of 

oases     {65)         (63) 

86.7 
(30) 

87.3 
(153) 

percent   82.7    96.7 
Community  5 

No.  of 

cases     {75)           (30) 

93-8 
(16) 

37.6 
(121) 

Within  smaller  communities  (Coi 

nmunities 

k   and 

5  in  p- 

ticular) ,  howevert  the  economic  factor 

seemed  tc 

>  have 

only  minor 

effects  upon  the  use  of  a  regular  phys: 

Lcian.  TY. 

lat  is, 

Kith in 

the  smaller  communities,  there  was  no  ; 

1  1  if i car 

it  incr 

ease  in 

the  use  of  a  regular  physician  with  the  rise  in 

the  in 

come 

level. 

, 

It  can  be  also  seen  by  reading 

the  table 

vertically 

that  U3e  of  a  regular  physician  is  affected  mark 

edly  by  corn- 

munity  size.   In  particular,  persons  of  the  low 

income 

group 
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were  influenced  largely  by  community  factors  in  their  uses  of 
regular  physicians.   For  example,  the  economically  disadvan- 
taged in  a  metropolitan  area  showed  the  least  likelihood  of 
using  regular  physicians  compared  with  those  in  smaller  commu- 
nities. 

In  view  of  the  findings,  the  hypothesis  was  partially 
supported  that  use  of  a  regular  physician  varies  directly  with 
socio-economic  status.   That  is,  althoiigh  having  a  regular 
physician  virtually  has  no  significant  relation  to  one's  oc- 
cupational status  and  level  of  education,  it  is  significantly 
affected  by  the  amount  of  income.  The  data  showed  in  general 
that  with  the  rise  in  the  income  level,  there  was  a  marked  in- 
crease in  the  use  of  regular  physicians. 

^«   Community  size  and  use  of  a  regular  physician 

The  effects  of  some  community  factors  upon  the  use  of 
a  regular  physician  have  already  been  observed.   In  order  to 
examine  community  differences  in  the  use  of  a  regular  physician, 
it  was  hypothesized  that  use  of  a  regular  physician  varies  dir- 
ectly with  community  size.   Table  12  presents  the  proportion  of 
persons  by  community  having  or  not  having  a  regular  physician. 
As  shown  in  table  12,  there  were  significant  community  differ- 
ences in  using  a  regular  physician.   This  indicates,  therefore, 
that  patterns  in  the  use  of  a  regular  physici&n  are  determined  in 
a  large  part  by  community  factor.   It  was  unexpected,  however, 
that  a  small  community  provided  more  favorable  condition  th 
did  a  large  community  for  using  a  regular  physician.   According 
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TABLE  12 

PERCENTAGE  CF  PERSONS  HAVING  AND  NOT 
HAVING  A  REGULAR  PHYSICIAN.  BI  COMMUNITY 


Do  you 

have  a  re 

KUlar  doctor 

Ye 

is 

No 

No.  of 

Community 

percent 

(number) 

percent 

(number) 
(70) 

Total 
100.0 

cases 

Community  1 

( large ) 

76.6 

(••'•'•O 

23.4 

299 

Community  2 

(medium-sized) 

83-9 

(156) 

16.1 

(30) 

100.0 

186 

Community  3 
(medium- si: 

2ed) 

80.6 

(170) 

19.4 

(41) 

100.0 

211 

Community  4 
(small) 

87.3 

aw 

12.7 

(21) 

100.0 

165 

Community  5 
(small) 

86.5 

(109) 

13.5 

(17) 

100.0 

126 

Total 

81.9 

(803) 

18.1 

(179) 

100.0 

987 

X2=11.43,  4  df,  P<C0.05 
to  the  data,  there  was  a  marked  increase  in  the  use  of  a  reg- 
ular physician  with  a  decrease  in  community  size.  This  is  in 
direct  opposition  to  what  was  hypothesized. 

Previously,  it  has  been  often  pointed  out  that  rural 
residents,  having  limited  access  to  medical  resources,  use 
medical  services  less  often  than  urban  people. 3?  Nevertheless, 
those  in  a  small  community  seem  to  be  more  inclined  to  use  a 
regular  physician.  As  the  data  showed,  compared  with  76.6  per- 
cent of  those  in  the  metropolitan  area,  87. 3  percent  of  persons 
and  86.5  percent  of  persons  In  two  small  communities  (Commu- 
nities 4  and  5)  reported  using  a  regular  physician. 


37  See,  Anderson,  on.  cit . ,  p.  355> 
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B«   Choice,  of  Physician 

^ •   Socio-economic  status  and  choice  of  physician 

In  order  to  indicate  the  effects  of  socio-economic 
status  on  the  manner  of  choosing  a  physician,  socio-economic 
status  differences  in  the  degrees  of  relying  upon  personal  ac- 
quaintance, upon  lay  referral,  and  upon  accessibility  in  choos- 
ing a  physician  were  respectively  examined. 

a«   Socio-economic  status  and  the  choice  of  a  physician 
by  personal  acquaintance 

In  order  to  test  the  hypothesis  that  choice  of  a  phy- 
sician by  personal  acquaintance  varies  directly  with  socio- 
economic status,  relations  of  occupation,  education,  and  income 
to  such  choice  were  respectively  examined.   Table  13  presents 
the  proportion  of  persons  by  occupational  status  choosing  a  phy- 
sician based  upon  personal  acqtiaintance.  According  to  these 
data,  there  was  a  significant  relationship  between  one's  occupa- 
tional status  and  his  choosing  a  'physician  by  personal  acquain- 
tance.  More  specifically,  it  can  be  s:een  that  those  of  the  high 
occupation  group  are  more  likely  to  choose  a  physician  whom  they 
know  socially  than  are  members  of  the  low  occupation  group.  As 
indicated  previously,  this  is  due  in  large  part  to  the  fact 
that  the  higher  social  status  people,  having  frequent  social 
contacts  vrith  medical  doctors,  are  better  acquainted  vrith  them 
than  are  the  lower  status  persons. 

An  interesting  finding  was  that  the  white  collar  people 
within  smaller  communities  were  more  prone  to  choose  a  physician 
on  personal  grounds  than  were  those  of  the  same  occupation  in 
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TABLE  13 

OCCUPATIONAL 

STATUS  AND  THE  CHOICE  OF  A  PHYSICIAN  BY  F 
ACQUAINTANCE  (IN  PERCENTAGE) 

ERSONAL 

The  manner  o 

f  choos: 

Ln«  a  physicl 

O  yi 

Occupational 
status 

Acquaintance      All  Others          No.  of 
percent  (number)  percent  (number)  Total  cases 

White  collar 

25.3     (62) 

74.7 

(183)   100. 

0  245 

Blue  collar 

13.9     (70) 

86.1 

(432)    100. 

0  502 

Total 

17.7    (132) 

82.3 

(615)   100. 

0  747 

X 

2=l4.6l 

,  1  df,  P<0. 

01 

TABLE  14 

OCCUPATIONAL 
ACQUAINTS 

STATUS  AND  THE  CHOICE  OF  A  PHYSICIAN  BY  P 
INCE  WITHIN  EACH  COMMUNITY  (IK  PERCENTAGE) 

ERSONAL 

Occupational  s^ 

tatus 

White  collar    Blue 

collar 

No.  of 
Community   percent  cases  percent 

No.  of 
cases 

No.  of 
Total  cases 

Community  1 

20.8    (77)   10.3 

(136) 

14. 1  (213) 

X2=4.47 

1  df 

1^0.05 

Community  2 

18.3    (60)   15-9 

(88) 

16.9  (148) 

x2=o.i5 

1  df 

p>o.05 

Community  3 

29.8    {57)        17.0 

(106) 

21.5  (163) 

X2=3.63 
1  df 
p<o.o6 

Community  4 

36.1    (36)   16.7 

(90) 

22.2   (12.6) 

X*=5.63 

1  df 

p<o.05 

Community  5 

33.3    (15)   11.0 

(82) 

14.4   (9?) 

X:-"5.13 
1  df 
F<0.05 

large  urban  areas.   (See  Table  1'+) 

It  is 

in  good  comparison 

with  the  fact  that  the  blue  collar 

persons  vrithin  smaller 
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TABLE  15 

LEVEL  OF  EDUCATION  AND  THE  CHOICE  OF  A  PHYSICIAN 
BY  PERSONAL  ACQUAINTANCE  (IN  PERCENTAGE) 


The  manner  of  choosing  a.  physician 
Level  of       Acqnal.no8.noe      All  Others  No.  of 

education     percent  (number)  percent  ( number )  Total  cases 

Elementary  school  12.8     (55)  8?.  2    (37*0    100.0  ^29 

8  years  ort  less 

From  high  school   19,7     (*5)    80.3    (18s-)    100.0  229 
1  to  k   years 

From  college  1  to  34,0     (35)    66.0     (68)   100.0  103 
5  years  or  more 

Total        17.7    (135)    82.3    (626)    100.0  76l 

X2=26.30  2  df,  P<0.001 
communities  did  not  show  any  significantly  higher  tendency  to 
choose  a  physician  on  personal  grounds  than  did  those  of  the 
same  occupation  in  large  urban  areas.   This  finding  suggests 
that  the  higher  status  people  in  a  rural  area  are  likely  to 
maintain  more  social  contacts  with  the  physicians  than  are 
those  in  an  urban  area,  wheras  the  lower  status  people  in  a 
rural  community  are  not  likely. 

As  might  be  expected,  it  is  also  seen  that  the  higher 
a  person's  level  of  education,  the  more  he  is  likely  to  choose 
a  physician  whom  he  knovrs  socially.   According  to  Table  15» 
12.8  percent  of  the  least  educated  group  reported  the  choice 
of  a  physician  whom  they  knew  socially.   As  education  Increased, 
the  percentage  increased  to  3*!'«0  percent  of  the  best  educated 
group.   The  fact  that  more  than  one  third  of  the  college  ed- 
ucated people  chose  their  own  doctors  on  personal  grounds 
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TABLE  16 

AMOUNT  OF  INCOME  AND  THE  CHOICE  OF  A  PHYSICIAN  BY  PEBSONAL  AC- 
QUAINTANCE WITH  EMPLOYMENT  STATUS  CONTROLLED  (IN  PERCENTAGE) 


Employment  st.9 1 1 J  S 
Working      Not-TOrVmrj 

No.  of         No.  of       No.  of 
Amount  of  Income    percent  cases  percent  cases  Total  cases 


Below  $2,440  16.4  (6?)  14.0  (235)  14.6  (302) 
|2, 44l-$5,690  17.2  (116)  1?.4  (132)  17.3  (249) 
05,691  or  more       23.3   (133)   36.4    (33)   25.9   (166) 


Total  19.6    (316)    17.0    (400)   18.1   (71?) 


X  -2.00,  2  df,  X2=10.24,  2'df  X2=9.46,  2  df 

P  >o .  05      P<  0.01      p<o .  01 

suggests  that  the  college  educated  people,  having  very  much 
the  same  general  education  as  physicians,  have  extensive  social 
contacts  with  them. 

Similarly,  the  choice  of  a  physician  based  upon  per- 
sonal acquaintance  increased  significantly  with  the  level  of 
income.   (See  Table  lo)   Within  the  working  group,  however,  the 
economic  factor  was  not  a  crucial  factor.   That  is,  members  of 
different  income  levels  in  this  group  revealed  a  similar  tend- 
ency to  rely  upon  personal  acquaintance  in  their  choices  of  a 
physician.   It  may  be  that  the  working  status  has  a  certain 
effect  which  dissolves  the  existing  income  group  differences  in 
the  choice  of  a  physLcian  by  acquaintance. 

Overall,  the  data  generally  confirmed  the  hypothesis 
that  the  choice  of  a  physician  by  persona]  acquaintance  varies 
directs  with  socio-economic  status.   That  is,  the  higher  a 
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TABLE  17 

OCCUPATION  STATUS  AND  THE  CHOICE  C?  A 
PHYSICIAN  BY  LAY  REFERRAL  (IN  PERCENT.fi 


The^   manner  of  choor- ' ju  ,  a  physician 

Occupational     lay  Hefenvl      All  Others  No.  of 

status       percent  (number)  percent  (number)  Total  cases 


White  collar     *J4.1    (108)    55-9         (137)   100.0  ?M-$ 

Blue  collar      W.4    (223)    55-6  (?-79)    100.0   502 

Total       V+.3    (33D    55.7    (4l6)   loo.o  y-'i-? 

x2=0.0l,  1  df,  P>o.05 
person's  socio-economic  status,  the  more  he  is  likely  to  choose 
a  physician  whom  he  knows  socially. 

b .   SooJo-economic  status  and  the  choice  of  a  physician 
by  lay  referral 

The  sixth  phypothesis  stated  that  the  choice  of  a  phy- 
sician by  lay  referral  varies  inversely  with  socio-economic 
status.   Table  1?  presents  occupation  group  differences  in  uses 
of  lay  referral.   Ac  shown  in  this  table,  members  of  the  two 
different-  occupation  groups  revealed  very  much  the  same  tend- 
ency to  rely  upon  lay  referrals  in  their  choice  of  a  physician. 
This  indicates  that  members  of  both  occupation  groups  reacted 
similarly  to  personal  influences  by  members  of  their  primary 
groups.   Thus,  it  can  be  seen  that  oiie's  occupational  status 
had.  virtually  no  significant  effect  upon  the  use  of  lay  refer- 
rals in  choosing  a  physician.   It  is  noted  that  the  absence  of 
significant  association  between  occupational  status  and  the  u 
of  lay  referral  was  also  found  within  each  community.   (See 
Appendix-Supplementary  Table  6) 
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TABLE  18 

LEVEL  OF  EDUCATION  AND  THE  CHOICE  OF  A 
PHYSICIAN  BY  LAY  REFERRAL  (IN  PERCENTAGE) 


The  manner  of  choosing  a  physician 

Level  of       Lay  Referral      All  Others  No.  of 

education     percent  (number)  percent  (number)  Total  cases 


Elementary  school  45.5    (195)     54.5    (234)    100.0  429 
8  years  or  less 

From  high  school   44.5    (102)    $$.$  (12?)   100.0  229 

1  to  4  years 

From  college  1  to  40.8     (42)     59.2     (6l)    100.0  103 
5  years  or  more 


Total        44.5    (229)     55.5  (422)    100.0   761 


X2=0.?4,  2  df,  P>0.05 
Similarly,  the  use  of  lay  referral  in  the  choice  of  phy- 
sician was  not  significantly  affected,  by  the  level  of  education. 
(See  Table  18)   With  a  rise  in  education  level,  lay  referral 
use  decreased  slightly.  However,  the  differences  in  the  use  of 
lay  referral  among  different  education  groups  were  not  statis- 
tically significant.   Thus,  in  spite  of  the  fact  that  persons 
of  the  higher  education  are  better  informed  concerning  medical 
sources  and  know  more  about  the  qualifications  of  medical  pro- 
fession, they  seem  to  rely  upon  Day  consultation  for  choice  of 
a  physician  as  often  as  those  of  the  lower  education  group. 

The  relation  of  income  level  to  the  use  of  lay  referral 
in  the  choice  of  a  physician  was  also  examined  within  each  employ- 
ment  status  group.   As  Table  19  shows,  no  significant  effects  of 
the  economic  factor  upon  the  use  of  lay  referral  in  physic?-  n 
choice  were  observed  within  each  employment  status  group.   This 
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TABLE  19 

AMOUNT  0?  INCOME  AND  THE  CHOICE  0?  A  PHYSICIAN  BI  ]  ' 
REFERRAL  WITH  EMPLOYMENT  STATUS  CONgaOLLEfc  (IK  PERCENTAGE 


EmgHoyiieht  •Status 
forking      Not-i   kin 


No.  of        Nd.  of      No.  of 
Amount  of  income   percent  cases  percent  cases  Total  cases 

Below  §2,440        44. 3    (6?)    45.5   (235)   45. 4   302 

|2,44l-|5.690      46.6   (116)   43.9   (132)  45.4   249 

$5,691  or  wore      39. 1   (133)   48.5    (33)  41.0   166 


Total         43.O   (316)   45.2   (400)  44,4   71? 


X2=1.51,    2  df  X2=0.24,    2  df'X2=1.00,    2  df 
F>0.05  P>0.05  F>0.05 

indicates  that  without  respect  to  one's  employment  status,  those 

with  different  income  levels  are  subjected  similarly  to  personal 

influences  in  their  choice  of  a  physician. 

It  can  be  seen,    however,  that  the  employment  status  it- 
self has  a  certain  effect  upon  the  use  of  lay  referral  especi- 
ally for  the  highest  income  group  (reading  Table  19  horizon- 
tally).  Compared  with  39.1  percent  of  the  highest  Income 
status  within  the  working  group,  48.5  percent  of  the  same  in- 
come status  within  the  not-working  group  reported  the  choice  of 
a.  physician  by  lay  referral.   Thus,  as  far  as  the  highest  in- 
come group  Is  concerned,  a  change  in  employment  status  (fro:;: 
working  status  to  not-working  status)  markedly  increased  the 
degree  of  relying  upon  lay  consultation  for  choosing  a  physic.'.  , 

Overall,  the  data  did  not  confirm  the  hi_    thesis  th 
choice  of  a  physician  by  lay  referral  varies  inversely  with 
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socio-economic  status.  Rather,  the  data  showed  that  members  of 

different  socio-economic  status  had  very  much  the  same  tendency 

to  use  lay  referrals  in  choosing  a  physician.   This  suggests 

that  concerning  the  matter  of  choosing  a  physician,  people  in 

general  reacted  similarly  to  personal  Influence  from  members  of 

their  primary  group. 

c.   Socio-economic  status  and  the  choice  of  a  physician 
based  upon  accessibility 

The  seventh  hypothesis  stated  that  choice  of  a  phy- 
sician based  upon  accessibility  varies  inversely  with  socio- 
economic status.   It  was  evident  from  the  data  that  the  degree 
of  reliance  upon  accessibility  in  physician  choice  is  sign- 
ificantly related  to  both  occupational  status  and  level  of  ed- 
ucation. As  shown  In  Table  20,  persons  of  the  lower  occupation 
group  relied  upon  accessibility  in  their  choices  of  physician 
much  more  than  did  those  of  the  higher  occupation  group.   Like- 
wise, the  degree  of  reliance  upon  accessibility  significantly 
increased  with  a  decline  in  the  education  level;  compared  with 
1^.6  percent  of  the  best  educated  group,  26.8  percent  of  the 
least  educated  group  reported  the  choice  of  a  physician  based 
upon  accessibility.   This  shows  clearly  that  the  lower  social 
status  people  are  more  concerned  with  either  "convenience"  or 
the  availability  of  medical  resources  in  their  choice  of  a  par- 
ticular physician  than  are  those  of  the  higher  status  group. 
Thus,  the  data  seem  to  support  the  previous  assertion  that 
those  of  lower  social  status  have  very  United  access  to  avail- 
able medical  resources  and  are  concerned  highly  with  time  and 
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TABLE  20 

THE  CHOICE  OF  A  PHYSICIAN  BASED  UPON  ACCESSIBILITY  BY 

OCCUPATIONAL  STATUS  AND  LEVEL  OF  EDUCATION  (IN  PERCENTAGE) 


The 

i  manner 

of  choosi 

n«  a  pi 

'}, 

si clan 

Access J 

percent 

bllity 

(number) 

All  Ot 

percent 

hers 
(numbe.-) 

?) 

Total 

No.  of 
cases 

Occupation 

Blue  collar 

26.5 

(133) 

73. 5 

(369) 

100.0 

502 

White  collar 

17.6 

(^3) 

82.4  . 

(202) 

100.0 

245 

Total 

23.6 

(1?6) 

iG.h 

(57D 

100.0 

?'!■? 

X2=7.3L 

1  elf, 

if 

<0.01 

level  of 
education 

Elementary  school 

26.8 

(115) 

73.2 

(314) 

100.0 

429 

8  years  or  less 

From  high  school 
1  to  4  years 

21.4 

(49) 

78.6 

(180) 

100.0 

220 

From  college  1  to 

Ik. 6 

(15) 

85.4 

(88) 

100.0 

103 

Total 

23-5 

(179) 

76.5 

(582) 

100.0 

761 

X?'"7.74,  2  df,  P<3>.05 

space  rather  than  quality  of  care  in  their  search  for  medical 
help.38 

Association  between  socio-economic  status  and  the  degree 
of  reliance  upon  accessibility  was  Influenced  in  part  by  com- 
munity setting.   (See  Table  21)   For  example,  with  the  decrease 
in  the  size  of  community,  there  was  an  increasing  gap  between 


^     Friedson,  op.  olt. ,  esp.  p.  150, 
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TA3IE   21 

OCCUPATIONAL  STATUS  AND  THE   CHOICE  OP  A   PHYSICIAN   ~;/oED 
UPON  ACCESSIBILITY  WITHIN   EACH   COrillUNITY    (IE    PERCENTAGE) 


0  c  c  u  pa  t  i  on  a  1  S  b  a  t  u  s 

White  collar    Blue  coDlar 

No.  of         Mo.  of       No.  of 
Community   percent  -cases  percent  cases  Total  cases 


x^-o.09 
Community  1  10.2    (77)   19.9   (136)   19.2   213   1  df 

P>0.05 

"      ■'■"*"■  — -—■  —  '■■■■■  -—  ■  —  --'  ■-    - ..   ■       ■ . ...  —  -. —    ■    .         -  —     .       .        .        ,        ,    ,        i   1 1    i  i        i         i 

X2-1.73 
Community  2     15.0  (60)        23.9  (88)      20.3       1^8       1  df 

p>o.o5 

x2-o.c:i 
Community  3     21.1  (57)        27. 1       (106)      21. 5       163       1  df 

p>o.05 


_ 

X   -3 , 02 
Community  4-     16.7  (36)        34..  k  (90)      29.4       126       1.  df' 

T<  0.05 


X2=3.38 
Community  5     13-3  (15)        37.8  (82)      3/-J-.0         97       1  df 

P<0.10 


the  two  occupation  groups  in  the  degree  of  reliance  upon  ac- 
cessibility.  According  to  this  data,  it  is  most  likely  to  be 
the  blue  collar  people  who  are  significantly  affected  by  en- 
vironments in  their  choices  of  physicians.   That  is,  compared 
with  the  blue  collar  people  in  large  urban  areas,  other  blue 
collar  persons  in  rural  areas  seem  to  have  more  difficult 
access  to  available  medical  resources. 

Unlike  occupational  status  and  the  level  of  education, 
the  amount  of  income  has  no  significant  relation  to  the  degree 
of  reliance  upon  accessibility  in  physician  choice.   As  shown  in 
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TABLE  22 

AMOUNT  OP  INCOME  AND  THE  CHOICE  OP  A  PHYSICIAN  BASED  UPON 
ACCESSIBILITY  WITH  EMPLOYMENT  STATUS  CONTROLLED  (IN  PERCENTAGE) 


Emp  lo  y  m  en  t  3  'c  a  1 1  i  s 

Working       o\   -   '  Li 
«      ■'■■■-■■ — — — >-* 

No.  of         No.  of       Mo.  of 

Amount  of  Income   percent  cases  percent  cases  Total  cases 


Below  $2, 440  22.4  (6?)  24.3  (235)  23-8  302 
$2,44l-$5»690  25.0  (116)  25.0  (132)  2^.9  24-9 
'155,691  or  more      24.4   (133)    12.1    (33}   22.3   166 


Total         Zk.l\        (316)    23.5   (.'^00)   23.8   717 


X2-0.18,    1  df  X2=2.62,    1  df  X2-0.37,    1  df 
p>0.05  p>0.05  p>0.05 

Table  22,  within  each  employment  status  group,  low  income  was 
not  necessarily  a  factor  increasing  the  reliance  upon  access- 
ibility in  the  choice  of  a  physician.   For  example,  within 
each  employment  status  group,  persons  of  the  medium  income 
rather  than  those  of  the  lowest  income  revealed  the  highest 
tendency  to  rely  upon  accessibility  in  choosing  a  physician. 
This  indicates  that  cost  is  not  an  important  reason  why  people 
choose  a  physician  based  upon  accessibility. 

In  view  of  the  findings  presented  above,  the  hypothesis 
was  partially  supported  that  choice  of  a  physician  based  upon 
accessibility  varies  Inversely  with  socio-economic  status.   It 
was  observed  that  the  lower  one's  occupational  status  and  ed- 
ucation level,  the  more  likely  he  is  to  consider  accessibility 
as  being  of  prime  importance  in  selecting  a  physician.   The 
degree  of  reliance  upon  accessibility,  however,  was  not  signifi- 
cantly affected  by  economic  factor:   therefore,  such  reliance 
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upon  accessibility  was  not  due  to  lack  of  economic  resources. 
2.   Community  and  choice  of  ph.yslc3.an 

In  an  effort  to  reveal  effects  of  community  setting 
upon  physician  choice,  community  differences  with  respect  to 
the  degrees  of  reliance  upon  lay  referral  and  upon  accessibil- 
ity were  examined  respectively. 

a*   Community  and  the  choice  of  a  physician  by  lay 
referral 

It  was  hypothesized  that  choice  of  a  physician  by  lay 
referral  varies  inversely  with  community  size.  Table  23  re- 
presents for  all  communities  the  proportion  of  persons  who 
chose  a  physician  based  upon  lay  referrals.  According;  to  the 
data,  the  use  of  lay  referrals  for  the  choice  of  a  physician 
diff erred  significantly  by  community .   Contrasting  the  hypoth- 
esis, however,  it  was  the  inhabitants  of  the  large  community 
rather  than  those  in  a  small  community  who  were  most  likely  to 
use  lay  referrals  in  their  choice  of  a  physician.  As  shown  in 
Table  23,  more  than  half  the  persons  in  the  large  community, 
compared  with  one-third  of  those  in  a  small  community  (i.e., 
Community  U-) ,  used  lay  consultants  for  choosing  a  physician. 
In  spite  of  the  fact  that  rural  people  generally  have  more 
need  of  lay  consultation  concerning  health  matters  because  of 
their  lack  of  information  about  medical  care,  they  seem  to  be 
less  prone  to  use  lay  consultants  for  the  choice  of  e.   physician 
than  are  those  in  large  urban  areas.  The  finding  indicates, 
therefore,  that  concerning  the  matter  of  choosing  a  physician, 
residents  in  a  small  community  are  less  subject  to  personal 
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TABLE  23 

PERCENTAGE  0?  PERSONS  CHOOSING  A   PHYSICIAN 

BASED  UPON  LAY  B  •  UL   51  COI-INUNITY 


The 

i  manner 

of  choosing  a  phy 

si clan 

Lay  Ref 

'erral 

All  Others 

No.  of 

Community 

percent 

(number) 

percent 

(number) 

Total 

cases 

Community  1 
( large ) 

53.2 

(11?) 

46.8 

(103) 

100.0 

220 

Community  2 
(medium- si 

zed) 

4o.4 

(6.1) 

59.6 

(90) 

100.0 

151 

Community  3 
(medium- si 

zed) 

47.6 

( 70 ) 

52.4 

(86) 

100.0 

164 

Community  4 
(small) 

33.3 

tm 

66.7 

(88) 

100.0 

132 

Community  5 

(small) 

41.4 

(4D 

50.6 

(50) 

100.0 

99 

Total 

44.5 

(341) 

55-5 

(425) 

100.0 

766 

x2=i5.4i,  4  df,  p<b.oi 

influences  from  primary  group  members  than  those  in  a  large 

urban  area. 

b.   Community  and  the  choice  of  a  physician  based  upon 
accessibility 

Finally,  it  was  hypothesized  that  choice  of  a  physician 

based  upon  accessibility  varies  inversely  with  community  size. 

Supporting  the  hypothesis,  it  was  found  that  the  smaller  the 

community  size,  the  higher  the  proportion  of  those  choosing  a 

physician  based  upon  accessibility.   For  example,  compared  with 

19.1  percent  of  persons  in  the  large  community,  34.3  percent  of 

those  in  a  small  community  (i.e.,  Community  5)  reported  that 
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TABLE  2k 

PERCENTAGE  OP  PERSONS  CHOOSING  A  PHYSICIAN 
BASED  UPON  ACCESSIBILITY  BY  COMMUNITY 


• 

The 
Access! 

:  manner 
Milts* 

of  choos 

ins  a  phy 

si clan 

All  0 

there 

No.  of 

Community 

percent 

(number) 

percent 

(number) 

Total 

cases 

Community  1 
( large ) 

19.1 

W) 

80.9 

(178) 

100.0 

220 

Community  2 
(medium-si 

zed) 

19.9 

(30) 

80.1 

(121) 

100.0 

151 

Community  3 
(medium- si 

zed) 

21.3 

{35) 

78.7 

(129) 

100.0 

16k 

Community  k 
(snail) 

29.5 

(39) 

70.5 

(93) 

100.0 

132 

Community  5 

3^.3 

(34) 

65.7 

{65) 

100.0 

99 

Total 

23.5 

(130) 

65.7 

(536) 

100.0 

766 

x2=i3.07,  k  df,  P<o.05 
they  chose  a  physician  in  consideration  of  either  convenience 
or  the  availability  of  medical  resources.   (See  Table  2k) 
This  clearly  indicates  that  rural  residents,  having  limited 
access  to  available  medical  sources,  are  more  concerned  with 
time  and  space  in  their  search  for  medical  helps  than  urban 
people.   It  seems  true  in  general  that  an  insufficient  medical 
resource  in  a  rural  area  is  an  important  factor  which  increases 
the  tendency  to  choose  a  physician  based  upon  accessibility. 
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CHAPTER  IV 
DISCUSSION,  CONCLUSIONS,  AND  RECOMMENDATIONS 

A.   Discussion 

Throughout  the  analysis  of  results  in  the  preceding 
chapter,  a  number  of  selected  sociological  factors  influenc- 
ing the  use.  and  the  choice  of  a  regular  physician  have  been 
examined.   They  are  now  brought  into  discussion  for  the  sake 
of  interpretation  and  generalization  of  the  findings. 

1.   Factors  related  to  the  use  of  a  regular  physician 
a.   Perceived  health  condition 

The  findings  indicate  that  in  general  persons  \\rho  be- 
lieve that  their  health  is  poor  are  more  prone  to  use  a  regular 
physician  for  ordinary  medical  needs  than  those  who  believe 
that  their  health  is  good.   This  can  be  understood  partly  by 
the  fact  that  a  person  x^ith  poorly  self -perceived  health  not 
only  wants  and  needs  more  medical  help  but  also  that  he  uses 
medical  services  more  frequently  than  another  person  vrlth  good 
self-perceived  health. ^9 

It  should  be  pointed  out,  however,  that  the  self-per- 
ceived health  condition  is  not  necessarily  a  crucla.l  factor  in 
determining  the  use  of  a  regular  physician.  As  evidenced  from 
the  finding,  those  of  the  high  income  status  with  good  self -per- 
ceived health  show  very  much  the  same  tendency  to  use  regular 
physicians  compared  with  others  of  the  same  income  status 


39  Refer  to  Shanas  (i960) ,  on.  clt. ,  pp.  12-18. 
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having  a  poorly  self-perceived,  health.   This  is  due  in  part  to 
the  fact  that  many  of  the  high  income  status  people,  being 
better  oriented  toward  medical  care,  use  medical  services  fre- 
quently for  preventive  purposes.^0  Thus,  the  utilization  of 
medical  services  for  preventive  care  by  those  of  the  high  in- 
come status  appears  to  be  responsible  for  their  strong  tend- 
ency to  use  a  regular  physician  even  when  they  feel  they  are 
in  good  health. 

b.  Utilization  of  preventive  medical  care  services 
The  findings  strongly  indicate  that  utilization  of  pre- 
ventive medical  care  services  Is  a  crucial  factor  in  determin- 
ing the  use  of  a  regular  physician.   For  those  who  are  usi»  ^ 
physicians  for  preventive  purposes,  having  a  regular  physician 
seems  quite  necessary.   In  view  of  the  finding  that  most  of 
those  who  use  physicians  for  regular  physical  examinations  re- 
ported the  use  of  a  regular  physipian,  it  Is  inferred  that 
many  patients  tend  to  consider  a  doctor  to  whom  they  go  for  reg- 
ular 'physical  check-ups  as  their  regular  physician. 

In  comparison,  those  who  use  physicians  only  when  they 
become  ill  seem  to  have  less  need  for  having  a  regular  phy- 
sician.  In  fact,  not  having  physical  examinations  regularly, 
they  do  not  require  a  particular  physician  over  a  period  of 
time. 

c.  Socio-economic  status 

The  findings  indicate  that  socio-economic  status 


h0   Ross,  or,,  cit.  ,  pp.  37-38. 
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differences  in  economic  resources  account  for  differentials  in 
the  uses  of  a  regular  physician.   More  specifically,  better 
purchasing  ability  is  an  Important  factor  increasing  the  use 
of  a  regular  physician.   It  should  be  noted,  however,  that  the 
use  of  a  regular  physician  is  not  significantly  affected  by 
occupational  status  or  the  level  of  education.   It  is  inferred, 
therefore,  that  having  a  regular  physician  is  not  so  much  due 
to  a  better  occupational  and  educational  background  as  it  is  to 
better  economic  resources. 
d.   Community 

The  findings  indicate  that  there  is  a  significant  in- 
crease in  the  use  of  a  regular  physician  with  a  decrease  in 
community  size.   Eased  upon  this  finding,  it  is  inferred  that 
insufficient  available  medical  services  in  a  rural  area  may  be 
a  factor  increasing  the  use  of  a  regular  physician.   In  other- 
words,  many  of  those  in  a  rural  area  may  use  a  particular  doc- 
tor  regularly  over  a  period  of  time  not  because  they  prefer 
him  to  other  available  medical  sources  but  because  he  is  the 
most  available  person  they  can  use  for  their  ordinary  medical 
needs. 

In  addition,  it  is  also  suggested  that  the  higher  tend- 
ency to  use  a  regular  physician  on  the  part  of  those  in  a  rural 
area  may  be  due  in  part  to  their  emphasis  upon  informal  social 

j 

relations  with  the  physician.  According  to  Hassinger  and  Kc~ 
Namara,  those  who  have  a  "personal-primary  type"  of  orientation 
toward  physicians  are  most  likely  to  have  a  family  doctor,  while 
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those  with  an  "alienated  type"  of  orientation  toward  physicians 
are  least  likely.  '   Likewise,  it  may  bo  that  rural  people, 
compared  with  urban  residents,  are  more  prone  to  use  a  regular 
physician  because  they  want  to  maintain  intimate  personal  re- 
lations with  the  physician. 

2 .   Factors  related  to  the  choice  of  a  physician 

a .   Socio-economic  status 

It  is  found  that  socio-economic  status  is  an  important 
factor  which  increases  the  choice  of  a  physician  by  personal 
acqauintance.   This  was  anticipated  since  those  of  high  social 
status  maintain  more  frequent  social  contacts  with  physicians 

I,  r> 

than  do  the  low  status  people.  ~fC     In  view  of  this  finding,  it 
can  be  stated  that  the  better  one  knows  a  physician  personally, 
the  more  he  is  likely  to  choose  the  doctor  as  his  regular  phy- 
sician. 

There  is  an  insufficient  evidence,  however,  that  socio- 
economic status  is  significantly  related  to  the  use  of  lay  re- 
ferral for  choosing  a  physician.  According  to  the  findings, 
members  of  different  social  status  revealed  very  much  the  same 
tendency  to  rely  upon  lay  referrals  concerning  the  choice  mat- 
ters.  It  seems,  therefore,  that  the  higher  status  people  react 
to  personal  influences  by  their  primary  group  members  no  less 

Edward  W.  Hassinger  and  Robert  L.  HcKamara,  Relation- 
ships of  the  Public  to  Fh.y  si  clans  in  ?  Rural  Setting ,  Research 
Bulletin,  653  (Jan.,  1958) ,  Columbia,  Mo:  Agricultural  Experi- 
me n t a 1  Station. 

kz 

Priedson,  op.  pit. ,  p.  150. 
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than  the  lower  status  people.  It  may  be  that  the  higher  status 
people  are  subjected  to  personal  influences  from  others  because 
of  their  wide  and  extensive  social  contacts  with  others,  while 
the  lower  status  people  tend  to  receive  a  great  amount  of  per- 
sonal influence  from  others  because  of  their  intimate  associa- 
tion with  members  of  immediate  families  and  neighbors.^ 

Finally,  it  is  found  that  the  reliance  upon  accessibil- 
ity in  the  choice  of  a  physician  increases  significantly  with 
occupational  status  and  level  of  education,  but  not  with  the 
amount  of  income.   This  suggests  that  people  tend  to  rely  upon 
such  accessibility  not  because  of  their  lack  of  economic  re- 
sources but  because  of  their  lack  of  knowledge  and  information 

about  available  medical  sources  as  well  as  lack  of  concern  with 

hh, 

quality  of  care.    The  higher  tendency  of  the  lower  status  peo- 
ple to  rely  upon  accessibility  is,  therefore,  due  mainly  to 
their  limited  access  to  available  medical  sources  and  their  con- 
cern  with  time  and  space  required  in  getting  to  the  care  rather 
than, with  quality  of  care  they  receive. 

b.   Community 

The  findings  indicate  that,  contrary  to  the  hypothesis, 
those  in  a  large  urban  area  are  mosb  likely  to  use  lay  referrals 
in  choosing  a  physician.   It  nay  be  due  in  part  to  the  fact  that 
compared  with  rural  people,  urban  residents  generally  have  more 


3  Refer  to  :iaro3xi  II.  Hodges,  Jr.,  So c  i  a  1  3 1 ra 1 1  f j. ca- 
tion; Class  in  America,  Cambridge,  Massachusetts,  Schenkmann 
Publishing  Co.,  Inc.  O.vGk)  ,    pp.  121-122. 

w  Priedson,  oo.  eit. ,  p.  135 
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social  contacts  with  others.^-*  Through  their  active  social 
participation  and  occupational  contacts,  urban  people  seem  to 
receive  great  amounts  of  personal  influence  from  others  con- 
cerning health  matters. 

It  is  also  seen  that  due  to  local  inaccessibility, 
rural  people  tend  to  be  more  concerned  with  time  and  space  in 
choosing  a  physician  than  urbanites.   This  was  anticipated 
since  it  has  often  been  indicated  that  rural  society  is  con- 
fronted with  the  problem  of  local  inaccessibility  of  medical 
services.  This  insufficient  medical  source  in  a  rural  area 
appears  to  be  an  important  factor  which  increases  the  reliance 
upon  accessibility  in  the  choice  of  a  physician. 


*5   See  Albert  J.  Relss,  Jr.,  "Rural-Urban  and  Status  Dif- 
ferences in  Interpersonal  Contacts,"  American  Journal  of  Socio- 
logy,  Vol.  65,  No.  3  (Sept.,  1959),  PP.  132-195. 
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B.   CONCLUSIONS  AND  RECOMMENDATIONS  FOR  FURTHER  STUDY 

Based  upon  the  evidence  presented  within  this  study, 
the  following  general  conclusions  and  recommendations  are 
drawn: 

1.   In  regard  to  the  use  of  a  regular  physician,  the  study 
shows  that  many  of  those  factors  which  account  for  the  utiliza- 
tion of  medical  services  In  general  are  also  significantly  re- 
lated to  the  use  of  a  regular  physician  for  males  in  the  60 
year  and  over  age  group.   It  is  most  clearly  observed  that  those 
who  use  physicians  for  preventive  purposes  are  more  prone  to 
have  a  regular  physician  than  those  who  do  not.   It  was  seen, 
therefore,  that  over  90,*  of  the  study  group  considered,  the  phy- 
sician to  when  they  went  for  periodic  physical  examinations  as 
their  regular  physicians.   It  is  also  seen  generally  that  those 
who  regarded  their  health  as  relatively  poor  used  a  regular  phy- 
sician to  a  greater  extent  than  those  who  perceived  their  health 
as  good.   In  addition,  the  use  of  a  regular  physician  was  posi- 
tively related  to  income —  the  upper  Income  groups  having  reg- 
ular physicians  to  a  greater  extent  than  the  lower  income  group. 

These  findings  suggest,  therefore,  that  the  frequent  use 
of  medical  services  is  a  significant  reason  for  having  a  regular 
physician.   That  is,  persons  who  have  regular  physicians  are 
likely  to  he  those  who  frequently  use  medic?!  services. 

The  findings  indicate,  hoi     ,  that  there  may  be  some 
other  reasons,  besides  the  frequent  use  of  m    lie  1  services, 
why  people  use  a  regular  physician.   For  example,  persons  in  a 
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rural  society,  in  spite  of  their  relatively  infrequent  use  of 
medical  services,  report  having  a  rfegulatt*  physician  to  a  higher 
degree  than  do  urban  residents.   In  light  of  this  evidence,  it 
is  inferred  that  rural  people,  as  compared  with  urban  residents, 
are  more  prone  to  use  a  regular  physician  either  because  of 
their  limited  access  to  available  medical  resources  or  because 
of  their  strong  concern  with  informal  social  relations  with  the 
physician. 

This  study  has  examined  the  relations  of  the  factors 
which  account  for  the  use  of  medical  services  to  the  use  of  a 
regular  physician.   Since  this  study  has  not  dealt  directly 
with  the  relation  of  the  degree  of  utilizing  medical  services 
to  the  use  of  a  regular  physician,  it  is  necessary  to  examine 
further  just  how  significant  is  the  degree  of  utilizing  medical 
services  in  determining  the  use  of  a  regular  physician.   It  is 
also  recommended  for  further  study  that  in  accounting  for  fac- 
tors affecting  to  increase  the  use  of  a  regular  physician,  the 
relations  of  the  availability  of  medical  resources  as  well  as 
people's  expectations  had  of  physicians  to  the  use  of  a  regular 
physician  should  be  examined. 

2.   In  regard  to  the  choice  of  a  physician,  this  study  shows 
that  familiarity  with  medical  sources  and  the  personal  or  en- 
vironmental influences  are  important  factors  xsThich  determine  the 
i 
manner  of  choosing  a  physician.   It  is  especially  true  that  many 

of  the  people  tend  to  choose  a  physician  by  relying  upon  advice 
from  their  primary  group  members.  According  to  the  data,  choos- 
ing a  physician  by  lay  recommendations  was  most  frequently 
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observed.   This  study,  therefore,  supports  the  existing  asser- 
tions that  the  primary  group  actively. influence  most  of  an 
individual's  actions  or  that  people  in  general  are  subjected  to 
a  great  extent  to  personal  influences  from  their  primary  group 
members  in  the  process  of  making  a  choice. 

One  of  the  most  significant  finding  concerning  the 
choice  of  a  physician  lies  in  that  the  manner  of  choosing  a 
physician  is  dependent  largely  upon  social  or  environmental  cir- 
cumstances, i.e.,  socio-economic  status  or  community  setting. 
According  to  the  data,  members  from  each  group  of  different 
social  status  level  as  well  as  different  residential  circum- 
stances differ  markedly  in  their  behavior  of  choosing  a  phy- 
sician.  In  particular,  the  higher  status  people,  as  compared, 
.with  the  lower  status  persons,  are  more  prone  to  select  a  phy- 
sician on  personal  grounds  but  concerned  less  with  convenience 
of  the  availability  of  medical  resources  in  their  choice  of  a 
physician.   Similarly,  urban  people,  as  compared  with  rural 
residents,  are  more  prone  to  use  lay  consultations  but  concerned 
less  with  accessibility  in  their  choice  of  a  physician. 

In  the  light  of  this  evidence,  it  is  seemingly  true  that 
people  xrho  live  together  under  similar  social  or  environmental 
circumstances  are  likely  to  develop  similar  needs,  interests, 
and  modes  of  behavior.   Lore  specif ically,  it  can  be  said  that 
each  group  of  different  social  or  residential  characteristics 
develops  its  own  mode  of  behavior  of  choosing  a  physician.   This 
study  suggests,  therefore,  that  choice  behavior  can  not  be  fully 
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understood  without  reference  to  the  probable  effects  which  a 
social  group  has  upon  such  behavior.   3y  employing  socio- 
economic status  and  commjaiity  size,  th^-S  stud]  has  attempted 
to  reveal  some  of  group  variations  In  the  behavior  of  phy- 
sician choice.   For  further  analysis  of  choice  behavior,  it  is, 
therefore,  recommended  that  more  attention  should  be  given  to 
effects  of  social  group  upon  such  behavior.   Finally,  since 
this  study  has  been  based  upon  a  group  of  aged  population,  a 
study  of  patterns  in  the  use  as  well  as  the  choice  of  a  regular 
physician  of  the  younger  population  is  also  recommended  for  a 
comparative  purpose . 
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TABLE  1 


REASONS  GIVEN  FOR  CHOOSIMG  A  SPECIFIC  DOCTOR  as  FEGUj 
DOCTOR  AND  THE  HAJOR  CRITERIA  OF  CHOOSING  A  DOCTOR 


The  reasons  given  for  choosing  a  specific  doctor 
regular  doctor  are  provided  in  the  left  side  of  the  tat-. 
below.   They  are  grouped  into  five  major  criteria  and  are 
presented  on  the  right  side  of  the  table. 


as 
ble 


REASONS  GIVEI 


Per-  Per- 

No.  of  cent-  cent- 

cases   age  MAJOR  CRITERIA  age 


1.  Had  come  to  know  doctor 
socially 


136   16.8  Personal      17.8 
Acquaintance 


2.  Doctor  was  recommended 
by  another  doctor 


60    l,k     Medical 

Referral 


7.8 


3.  Doctor  was  recommended  by   61 

a  friend  or  neighbor 
k*     Doctor  was  recommended  by  55 

a  relative 

5.  Doctor  was  recommended  by   29 
co-worker 1  boss,  or  others 

6.  Doctor  had  a  good  repu-     80 
tat ion 

7.  Doctor  was  our  family      105 
doctor 

8.  Doctor  was  specialized      11 


7.6 
6.8 

3.6  Lay  Referral  kk,5 
9.9 
13.0 
1.4 


9.  Doctor  was  conveniently     62 
located. 

10.  Doctor  took  over  previous  Jh 
doctor's  office 

11.  Doctor  would  come  when      12 
needed 

12.  Doctor  was  the  only  one     27 
available 

13.  Doctor  was  the  company      35 
doctor 

D>!-.  Doctor  was  in  the  clinic    10 


1.1 
k.2 

1.5 
3.3 
'1.3 
1.2 


Accessibility  23.5 


15. 

16. 


17. 
18. 


Randomly  selected  36 

Dissatisfied  with  previous  "9 
doctor 

Others  ty 


4.5 

3.1  0  tliers 

0.5 


6.4 


Don't  know  and  No  answer 


42 


c*2 


p 


Total 


808   100.0 


100.0 


""'■•  computation  made  by  exclusing 
"Don't  know"  and  Mno  answer. 
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I  ?. 

PER'        OF  PERSONS  HAVING  A  REGULAR  PHYSIC] 
BY  OCCUPATION  WITHIN  EACH  OdKKUNITT 


Occ  i  ationi  1  St  bus 


White     Blue 
Community collar    colli  ■     Total 


..•■-. 


2 


percent  81.4  74.0  76.5  X*  2.01, 

Community  1           v„  1  df , 

No.  of  cases*'  (97)  (192)  (289)  '  P>0.05 

percent  B4-4  9  33-5  84.1  X2  0.0?, 

Community  2  1  df 

No.  of  cases  (73)  (109)  (182)  P>0.05 


percent        81. 9     80. 3     30.9     X2  0.03, 
Community  3  1  df, 

No.  of  cases     (72)      (137)     (20?)    P>0.05 


percent        83.7     37.8     86.7     X2  0.46, 
Community  4  1  df, 

No.  of  cases     (43)      (115)     (158)    P>0.05 


percent        85. 0     87.4     87. 0     X2  0.03, 
Community  5  1  df, 

No.  of  cases     (20)     (103)     (123)    P>0.05 


The  number  of  cases  in  parenthesis  represents  the 
total  number  of  respondents  with  specified  occupation 
within  each  community. 
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TABLE  3 

PERCENTAGE  0?  PERSONS  HAVING  A  REGULAR  PHYSICIAN 
BY  LEVEL  OF  EDUCATION  WITHIN  EACH  CO]    ITY 


Level  of  Education 


Elementary  High 
Community school   school  College  Total 


percent    74.2    77.4    36.3    76.9    X2  2.76, 
Community  1  ?  ^f 

No.  of     (151)    (106)    (38)    (?95)   F>0.'o5 


cases 


percent    83.2    84.6    85.7    83.9    X2  0.11, 
Community  2  2  df 

No.  of     (113)    (52)     (21)     (186)    P>0.05 


cases 


percent    80. 7    76. 1    88.6    80.6    X2  2.28 
Community  3  2  c?f 

No.    of  (109)        (67)  (35)  (211)        F>0.'05 


cases 


percent  90.1  84.1  80.0  87.3  X2   2.03, 

Community  4  2  df, 

No.    of  (101)       (44)  (20)  (165)        P>0.05 


cases 


percent         85.4         86.2  90.9         86.1         X2  Q.25 

Community   5  2  df, 

No.    of  (82)  (29)  (11)  (122)        P>0.05 


ca  s  e  s 
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TABLE  b 


PERCENTAGE  0?  PERSONS  CHOOSING  A  PHYSICIAN  BASILS 
UPON  PERSONAL  ACQUAINTANCE  BY  LEVEL  OF  EDUCATION 
WITHIN  EACH  COMMUNITY 


E 

Level 

of  Education 

Total 

Community 

ilementary 

school 

school 

College 

Community 

percent 
1 

No.  of 

cases 

8.3 
(103) 

15.2 

(79) 

28 . 1 

(32) 

13.7 
(219) 

X2  8.41, 
2  df, 

?<0.05 

Community 

percent 
2 

No.  of 
cases 

15.4 

.  (9D 

20.5 
(44) 

25.0 
(16) 

17.9 
(151) 

X2  1.14, 

2  df, 

F>0.05 

percent    12.8    23.4    41.9    21. 3    X2  11. 70, 
Community  3  2  df, 

No.  of     (86)    (L17)  (3D  (164)   ?<0.01 


cases 


percent    16.5    29.7    31.3    22.0    X2  3.50, 
Community  Ji-  2  df, 

Mo.  of     (79)    (37)    {16)     (132)   P>0.05 


•cases 


percent  12.3     9.1    50. 0    14.7    X2  8.78, 
Community  5  2  df, 

No.  of  (65)    (22)    (8)     (95)    K0.05 
cases 


TABLE  5 

PE::    :G3  OF  PERSONS  CHOOSING  A  PHYSICIAN  BY 
ACQUAINTANCE  BY  AMOUNT  OF  INCOME  WITHIN  EACH  1 

66 
UNITY 

Amount 

of  Income 

X2  21.24, 
2  df, 
P<0.01 

Below     $2,441-  §5,691 
Community         £2,440     §5.690  or  more  Total 

percent    6.7 
Community  1 

No.  of    (75) 
oases 

7-8    32.7    13.7 
(77)    (52)    (204) 

percent   17.9 
Community  2 

No.  of    (67) 
cases 

18.8    17.4    18.1 
(43)    (23)    (133) 

X2  0.02, 
2  df, 

?>0.05 

percent   14.5 
Community  3 

No.  of    (55) 
cases 

26.7    26.9    22.4 
(45)    (52)    (152) 

X2  3.04, 
2  df, 

P>0.05 

percent   20.4 
Community  4 

No.  of  .   (49) 
cases 

26.9    16.0    22.2 
(52)    (25)    (126) 

■yr? 

X'  1.32, 

2   df, 

F>0.05 

percent   16.1 
Community  5 

No.  of    (56) 
cases 

7.4    28.6    15.5 
(27)    (14)    (97) 

x2  3.19 
2  df, 

p>0.05 

i 

' 
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TABLE  6 


PERCENTAGE  CP  PERSONS   CHOOSING  A  PHYSICIAN  PA3ED  UPON 
LAY  REFERRALS  31  OCCUPATION   WITHIN  ::ACH  COMMUNITY 


Occupational   Status 

White      Blue 

Community collar collar Total 

percent       48.1      55.1  52.6  X2  0.99, 

Community  1  ]  df, 

No.    of   cases        (77)                 (136)  (213)    F>0. 05 

percent                 43-3               38.6  40.5     X2  0.33, 

Community  2  1  df, 

No.    of  cases        (60)                 (88)  (148)    P>0.05 

percent                  43.9                49. 1  4?.  2     X2  0.40, 

Community  3  1  Of, 

No.    of   cases        (57)                 (106)  (163)    P>0.05 


percent  36. 1  31.I  32.5     x2  0.29, 

Community  4  1  df, 

No.    of   cases        (3(>)  (Q0)  (126)    F>0.05 


percent  4?.  6  41.5  42.3     x2  0.14, 

Community  5  1  df, 

No.    of   cases        (15)  (82)  (97)      p>0.05 
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TABLE  7 


PERCENTAGE  OF  PERSONS  CHOOSING  A  PHYSICIAN  3AS3D 
UPON  LAY  REFERRALS  BY  LEVEL  CF  EDUCATION  WITHIN 
EACH  COMMUNITY 


Level  of 

Educa 

tion 

Total 

Community 

Elementary 
school 

High 
school 

College 

Community 

1 

percent 

No.  of 
cases 

56.5 
(108) 

51.9 
(79) 

43.8 
(32) 

53.0 
(219) 

X  1.66, 
2  df. 
P>0.05 

Community 

2 

percent 

No.  of 

ca  s  e  s 

39.6 
(9D 

33.6 

50.0 
(16) 

40.4 
(151 J 

x2  0.70, 

2  df, 

P>0.05 

Community 

3 

percent 

No.  of 
cases 

53.5 
(86) 

40.4 
(47) 

41.9 
(3D 

47.6 
(164) 

x2  2.56, 

2  df, 

p>0.05 

Community 

4 

percent 

No.  of 
cases 

32.9 
(79) 

37.8 
(37) 

25.0 
(16) 

33.3 
(13?-) 

X2  0.84, 
2  df, 
F>0,05 

Community 

5 

percent 

No.  of 
cases 

H  o.o 
(65) 

50.0 

(22) 

37.5 
(8) 

42.1 
(95) 

x2  0.75, 

2  df, 

p>o.05 
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TABLE  8 


PERCENTAGE  OF  PERSONS  CHOOSING  A  PHYSICIAN  BASED 
UPON  LAY  REFERRALS  BY  LEVEL  OF  INCOME  WITHIN  ICACH 
COMMUNITY 


Amount;  of  Income 

Below  $2#44l-   ^5,691 

Cownunity $2,440  a 5,690  or  more  Total 

percent   54.7  53.2    44.2  $1.5         X2  1.50, 

Community  1  2  elf, 

No.    of           (?5)  (7?)           (52)  (204)         ?>0.05 

ca.  se  s  


percent  47.8  39.6  30.4         42.0         X2   2.29, 

Community  2  2  df, 

No.    of  (67)  (48)  (23)  (138)        P>0.05 

cases , 

percent  50 .-9  46.7         44.2         47.4         X2  0.49, 

Community  3  2  df, 

No.    of  {55)  (45)  (52)  (152)        F>0.05 

C8. 50  5 

percent  24.5  40.4         40.0         34.1         X2  3-31, 

Community  4  2  df, 

No.    of  (49)  (52)  (25)  (126)        P>0.05 

__ ca.se  3 

percent  42.9  40.?  35-7         41.2         X2  0.24, 

Community   5  2  df, 

No.    of  (56)  (27)  (14)  {97)  ?>0.05 

cases  
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?Ill>T.E   9 

. 

PERCENTAGE  0?  FERSONS 

CH00SIN 

G  A   PHYSI 

Cj  .'  i-     BASED 

UPON  ACCESSIBIIiITY 

BY 

AMOUNT 

OF  INCOME 

WITHIN 

EACH 

COMMUNITY 

Amount 

;  of  Inc 

ome 

Below 

JJ 
if 

;2,Wil- 

$5,691 

Community                         §2,WK) 

35.690 

or  more 

Total 

percent     20.0 

24.7 

11.5 

19.6 

x2  3.41, 

Community  1 

2  df, 

Ko.    of        (75) 

(77) 

(52) 

(20*0 

p>o.05 

cases 

percent     11. Q 

2.5.0 

34.8 

20.3 

Connunity  2 

2   df, 

Ko.    of        (67) 

W) 

(23) 

C138) 

P<  0.05 

cases 

percent     2J.6 

17.8 

21.2 

21.1 

x2  0.51, 

Coiniiiunity   3 

2  df, 

No.    of        (55) 

(45) 

(52) 

(152) 

?>o.05 

cases 

percent     32.? 

26.9 

30.2 

X2   OAk, 

Community   k- 

i 

2   df, 

No,    of        (**9) 

(52) 

(25) 

(126) 

p>0.05 

cases 

percent      35.7 

33.3 

28 . 6 

34.0 

X2  0.26, 

Community  5 

2   df, 

No.    of        (56) 

(27) 

OM-) 

(97) 

F>0.05 

cases 

i   ■ 
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ABSTRACT 

The  purpose  of  this  paper  was  to  examine  a  number  of  select- 
ed sociological  factors  influencing  the  use  and  the  choice  of  a 
regular  physician.   First,  on  the  basis  of  previous  study,  four 
major  factors  which  are  significantly  related  to  the  use  of  med- 
ical services  were  selected.   They  were  self-perceived  level  of 
health  condition,  use  of  physicians  for  preventive  medical  care, 
socio-economic  status,  and  community  size.  These  factors  were 
examined  in  relation  to  the  use  of  a  regular  physician.  For 
this  purpose,  four  hypothesis  were  formulated.   Secondly,  rela- 
tions of  socio-economic  status  and  community  size  to  the  choice 
of  a  regular  physician  were  examined.   For  this  purpose,  reasons 
given  for  selecting  a  specified  doctor  as  regular  physician, 
which  were  identified  from  an  interview  question,  were  class- 
ified in  terms  of  five  major  criteria,  i.e.,  "personal  acquain- 
tance", "lay  referral" ,  "medical  referral" ,  "accessibility" ,  and 
"others".   Due  to  the  insufficient  number  of  cases,  "medical 
referral"  and  "others"  were  not  considered  in  this  study.   Five 
additional  hypothesis  were  formulated  to  indicate  specifically 
the  relations  of  socio-economic  status  and  community  size  to 
each  individual  criteria  of  physician  choice.   The  sample,  which 
comprised  987  male  respondents,  was  selected  based  upon  an  area 
probability  sample  of  households  containing  persons  aged  60  and 
over  in  five  Midwestern  communities. 

The  findings  sometimes  supported  and  sometimes  r    ed  the 
nine  hypothesis.   In  regard  to  the  use  of  a  regular  physician, 


it  was  found  that  most  of  thoso  factors  which  affect  slgnifl- 
cantly  uses  of  medical  service  are  also  significantly  related 
to  the  use  of  a  regular  physician.  It  was  most  evident  that 
the  use  of  physicians  for  preventive  purposes  is  an  important 
reason  for  having  a  regular  physician.   It  was  seen  addition- 
ally that  using  a  regular  physician  was  more  frequently  ob- 
served among  those  who  believed  that  their  health  was  poor  as 
well  as  those  who  had  a  better  purchasing  ability.  The  find- 
ings suggest,  therefore,  that  a  frequent  use  of  medical  ser- 
vices is  an  important  factor  in  determining  the  possession  of 
a  regular  physician.   Conflicting  with  the  hypothesis,  however, 
rural  people,  as  compared  with  residents  of  a  large  urban  area, 
had  a  significantly  higher  proportion  of  regular  physicians. 
This  suggests  that  lack  of  available  medical  resources  in  a 
rural  area  may  also  be  a  factor  which  increases  the  use  of  a 
regular  physician. 

In  regard  to  the  choice  of  a  physician,  it  was  found  that 
socio-economic  status  and  community  size  had  significant  effects 
upon  manners  of  selecting  a  physician.  Kore  specifically,  high- 
er status  people,  as  compared  t*ith  those  of  the  lower  status, 
were  more  inclined  to  choose  a  physician  whom  they  knew  socially 
but  concerned  less  with  convenience  or  the  availability  of  med- 
ical sources  in  their  physician  choice.  Members  of  different 
social  statuses,  however,  were  similarly  subjected  to  personal 
influences  from  their  primary  groxips  in  choosing  a  physician. 
It  was  found  additionally  that  residents  of  a  large  urban  area, 
as  compared  with  rural  people,  were  more  prone  to  rely  upon  lay 


consultation  but  concerned  less  with  accessibility  in  the:' 
physician  choice.  The  findings,  thus,  emphasize  the  Important 
role  of  social  and  environmental  circumstances  in  determining 
behavior  of  physician  choice.   It  is  suggested  that  in  the  anal- 
ysis of  people's  choice  behavior,  effects  of  a  social  group  upon 
such  behavior  should  be  fully  taken  into  consideration. 


